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AIRBLOCK IN THE NEWBORN 
PERIOD* 


GEORGE W. SALMON, M. D.7; 
Houston, TEXAS 
INTRODUCTION 

In recent years there has been a great 
deal of interest in the efficiency of the lung 
as an air container. It has become apparent 
that air may escape from the respiratory 
passageways in a wide variety of conditions 
in all age groups.!. The resulting clinical 
syndrome has been termed airblock.? I 
have been particularly interested in this 
problem as it applies to the newborn period. 

On large newborn services it is a well- 
appreciated observation that in a high pro- 
portion of the deaths the cause of the fatal 
outcome may not be discovered at autopsy. 
All too frequently the death is attributed 
to small areas of atelectasis, although it is 
well known that normally the lungs may re- 
quire several days or more completely to ex- 
pand; to intracranial hemorrhage of insig- 
nificant size; to “immaturity”; to an en- 
larged thymus; or to other causes of ques- 
tionable importance. The purpose of the 
investigation of my colleagues and my- 
self} has been to determine if airblock 
might be a factor in some of these deaths: 
either alone in severe cases, or in less severe 
instances in conjunction with other factors 
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which of themselves might not have led to 
a fatal outcome. It should be stated here 
that small amounts of aberrant air may 
cause little harm and produce no symptoms. 
There are two good reasons for believ- 
ing that aberrant air is frequently unap- 
preciated at necropsy. The first is that it 
may be easily overlooked. Pneumothorax 
may not be detected unless particularly 
sought for. Although emphysema in the 
anterior mediastinum is readily detected, in 
the posterior mediastinum it is easily 
missed. Pulmonary interstitial emphysema 
may pass unrecognized or be thought an 
artefact. If the lung is fixed by immersion 
of small blocks of tissue, the air may be 
forced out by shrinkage caused by the fixa- 
tive. The second reason is that it has been 
demonstrated clinically that aberrant air 
is not uncommon: one variety, pneumotho- 
rax, occurs in approximately one per cent 
of newborn infants.° Regardless of the 
cause of death, pneumothorax might be 
expected to be present in one per cent 
of newborn deaths. Moreover, if pneumo- 
thorax is ever deleterious in itself, it might 
be expected to be present in more than one 
per cent. Such an incidence of pneumotho- 
rax suggests that other varieties of aber- 
rant air may not be unusual. These two 
reasons seem to warrant the inclusion of 
efforts to detect aberrant air as a part of 
the routine postmortem examination of 
newborn infants. 
ETIOLOGY 
Both experimental? the clinical ** evi- 
dence indicates that the escape of air from 
the respiratory passageways is in the lung 
itself. Pulmonary interstitial emphysema 
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is the primary pathology. Experimental 
evidence? indicates that the site of escape is 
through the bases of alveoli which lie upon 
the smaller blood vessels. This escape is 
likely to take place (a) when alveoli are 
overinflated without corresponding in- 
crease in the circumference of the under- 
lying vessels, or (b) when the circumfer- 
ence of the vessels is decreased without re- 
duction in the size of the alveoli. Increased 
alveolar pressure in either instance in- 
creases the likelihood of escape of air. The 
caliber of the blood vessels may be reduced 
in several types of congenital heart disease 
or by forced expiration leading to reduced 
return of blood to the right heart and cor- 
respondingly to the pulmonary circulation. 


Clinical conditions which may lead to the 
production of pulmonary interstitial em- 
physema are not uncommon in the early 
newborn period. These include atelectasis 
of a degree to be pathological; any type of 
congenital heart disease which decreases 
the volume of pulmonary blood flow; the 


irregular respiration sometimes caused by 
intracranial hemorrhage; excessively vigor- 
ous methods of resuscitation; and aspira- 


tion of meconium, mucus, or excessive 
amounts of amniotic fluid. Normally, the 
expansion of airless lungs, necessary to es- 
tablish respiration, requires a much greater 
negative pressure than does normal respi- 
ration, probably because of cohesion of the 
moist surfaces of the air passages in the 
collapsed state.’ Moreover, extensive 
changes in both the cells lining the alveoli 
and the connective tissue of the lung occur 
with expansion of the lungs. When all of 
these factors are considered it becomes ap- 
parent that the ability of the respiratory 
passageways to act as an airtight container 
receives a severe test in the newborn period. 
PATHOLOGY 


I have examined a small series of new- 
born infants coming to necropsy for various 
reasons and found pulmonary interstitial 
emphysema to be quite common.® It is dif- 
ficult to draw any conclusion, however, be- 
cause so many of the infants have had arti- 
ficial respiration which may lead to a false 
high incidence. Nevertheless, I believe pul- 
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monary interstitial emphysema to be quite 
frequent in amounts insufficient to cause 
significant harm. Less frequently it is pres. 
ent in larger amounts and may cause 
hemorrhage in the lung; splint the lung in 
a state of inflation, thus limiting the res. 
piratory excursion; and by its perivascular 
location lead to a partial block in the pul- 
monary circulation. Some of these changes 
are seen in figures 1 and 2. 


LEGEND: 


Fig. 1: Photomicrograph (approximately x116) 
of a section from the lung of a newborn infant 
dying of airblock. At A is a large perivascular 
collection of air. Note the hemorrhage which ex- 
tends beyond B along a connective tissue plane. 


There is excellent clinical evidence that 
in newborn infants interstitial emphysema 
may rupture the visceral pleura directly to 
produce pneumothorax: of six infants with 
airblock coming to autopsy, pulmonary in- 
terstitial emphysema and pneumothorax 
were present in all, yet mediastinal emphy- 
sema was present in only one.‘ In three of 
these six patients the pulmonary interstitial 
emphysema was particularly marked near 
the hilus of one or both lungs, suggesting 
that this may be the site of rupture of the 
visceral pleura. When pneumothorax is 
produced it frequently develops a pressure 
higher than atmospheric, probably because 





SALMON—Airblock in Newborn Period 


LEGEND: 

Fig. 2: Very low power magnification (approx- 
imately x15) of the cut surface of the fixed lung 
of a newborn infant dying of airblock. At A are 
large collections of air surrounding a blood vessel, 
B. Note the generalized ectasia. Some of these col- 
lections of air are in normal passageways, but 
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many are in the interstitial tissue. 


of strong expiratory effort “pumping” air 
into the pleural space. 

Interstitial air in the lung may not rup- 
ture the visceral pleura but may travel 
along the great vessels to the mediastinum 
to produce mediastinal emphysema.® If a 
pneumothorax has already been produced 
by rupture of the visceral pleura and the 
site of this rupture is near the lung root (as 
above suggested), there is no reason why 
mediastinal emphysema may not also be 
produced: as the pressure in the pleural 
cavity rose there would be an increased like- 
lihood of air continuing into the mediasti- 
num. From the mediastinum the air may 
rupture the mediastinal pleura to produce 
pneumothorax ;° theoretically, the pneumo- 
thorax could be either on the same or the 
opposite side, or even on both sides. The 
deleterious effect of mediastinal emphy- 
Sema in newborn infants has been widely 
described. However, it is not always easy 


to determine what portion of the harm is 
due to the mediastinal emphysema and what 
to the pulmonary interstitial emphysema. 
Nevertheless, it can be said that in the new- 
born infant with mediastinal emphysema, 
and no doubt pulmonary interstitial emphy- 
sema, aspiration of the former will relieve 
alarming symptoms.*In animals, where me- 
diastinal emphysema, without pulmonary 
interstitial emphysema can be produced ex- 
perimentally, the harmful effects of the 
former are probably due to pressure of the 
air on the great vessels, particularly the 
large veins.!° 

From the mediastinum the air can travel 
upward into the cervical subcutaneous tis- 
sues or downward along the great vessels 
into the retroperitoneal tissues to produce 
pneumoperitoneum. Extension of the air 
to extrathoracic locations is not a serious 
complication and may actually be accompa- 
nied by clinical improvement, the pressure 
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inside the chest having been diminished.' 

There are two aspects of the subject 
which need further investigation. The first 
is the effect of pulmonary interstitial em- 
physema upon the heart. When extensive, 
because of its perivascular location, pres- 
sure on the vessels, and consequent block to 
the pulmonary circulation, it must lead to 
cor pulmonale. The second is the probabil- 
ity of air embolism. 

SYMPTOMATOLOGY 

There is no report, to my knowledge, of 
an autopsy on a newborn infant in which 
the sole finding which could have caused 
the death was pulmonary interstitial em- 
physema. For this reason an authoritative 
correlation of pulmonary interstitial em- 
physema with a definite clinical picture 
cannot be made. I suspect, however, that 
many of the symptoms and signs mentioned 
below, which have been seen in infants 
having pulmonary interstitial emphysema 
with mediastinal emphysema and infants 
having pulmonary interstitial emphysema 
with pneumothorax, can be caused by pul- 
monary interstitial emphysema alone. These 
symptoms are, of course, seen in only the 
more severe cases; as already mentioned, 
small amounts of aberrant air probably 
cause little harm and produce no symptoms. 


The outstanding symptoms of mediasti- 
nal emphysema with pulmonary interstitial 
emphysema are dyspnea and cyanosis. In 
the more severe instances the chest becomes 
expanded and in spite of marked effort the 
infant is able to no more than partly expire. 
Consequently the respiratory excursion is 
greatly reduced, although the respiratory 
rate may be considerably increased. The 
neck veins may become visibly distended. 
The area of mediastinal and cardiac dull- 
ness may be diminished. The heart sounds 
may be faint and distant; the crackling 
crunching sound synchronous with the 
heart beat that has been often described in 
adults is less frequently heard in newborn 
infants. Although adults may complain of 
pain, this symptom is difficult to evaluate 
in the newborn period. If palpable cervical 
subcutaneous emphysema appears, the diag- 
nosis is greatly reinforced. 


in Newborn Period 


The symptoms of pneumothorax with pul- 
monary interstitial emphysema are similar 
in many respects to those of mediastinal 
emphysema with pulmonary interstitial em. 
physema. Dyspnea and cyanosis are com- 
mon to both. Similarly, in the more severe 
instances the infant may have an expanded 
chest and expiration be difficult and limit- 
ed. The neck veins may be distended. The 
cardiac findings, however, are different. 
Instead of distant heart sounds and the 
crunching sound, the heart is likely to be 
shifted either to the right or to the left. 
Over the pneumothorax the characteristic 
changes in percussion and auscultation may 
be obtained. Cervical subcutaneous emphy- 
sema does not occur. 

If pulmonary interstitial emphysema, 
mediastinal emphysema, and pneumo 
thorax—all three—are present, all of the 
symptoms and signs mentioned in the two 
preceding paragraphs may be present. 

X-RAY FINDINGS 

Although a roentgenographic diagnosis 
of pulmonary emphysema may offer little 
problem, the differentiation of compensa- 
tory from obstructive emphysema may be 
more difficult. Inspiratory and expiratory 
films are required;'! in infants these are 
difficult to obtain accurately. Moreover, 
once a diagnosis of obstructive emphysema 
is made, it may be impossible to decide 
whether the major portion of the air is on 
the inside or outside of the normal passage- 
ways. If escape of air from the normal 
pathways is as frequent as my experience 
indicates, both compensatory and obstruc- 
tive emphysema, more particularly the lat- 
ter, are frequently complicated by intersti- 
tial emphysema. For this reason any 
marked emphysema of recent acute onset 
may lead to suspicion of interstitial emphy- 
sema. 

A roentgenographic diagnosis of me- 
diastinal emphysema is not always easy. 
An anteroposterior or postero-anterior film 
of the chest may show a curvilinear shadow 
of air along either margin of the mediasti- 
num or along the border of the heart. A 
lateral view may show a large collection of 
air in the anterior mediastinum. However; 
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neither of these views is absolutely reli- small pneumothorax may be under very 
able; extensive mediastinal emphysema high tension as evidenced by increased dis- 
may be present yet these views fail to show tance betwen the ribs, depression of the 
it. If a pneumothorax is also present the diaphragm and shift of the mediastinum. 
value of the lateral view is further reduced: If the underlying lung contains sufficient 
air in the pleural cavity, particularly if un- interstitial air, it splints the lung in an ex- 
der tension, can produce on the lateral film panded position and, being trapped there, 
a shadow identical with that produced by prevents more than moderate collapse. 
air in the anterior mediastinum.* Moreover, Similarly, if the opposite lung is involved, 
it is likely that severe emphysema in the an- it may be so expanded as to prevent shift 
terior portion of the lung may also cause an of the mediastinum, although the pneumo- 
apparent substernal collection of air. This thorax of the opposite side is under very 
would be particularly true if the film were high tension as evidenced by widely spaced 
slightly overexposed. ribs and depressed diaphragm. 

The roentgenographic characteristics of Some of the x-ray changes mentioned 
pneumothorax are well known. It should above are illustrated in figure 3. 
be emphasized, however, that there may be 
no relation between the size of a pneumo- 
thorax and its pressure. A comparatively 


TREATMENT 


A review of the known etiologic factors 
suggests that measures designed to avoid 





LEGEND: 

Fig. 3: X-rays of the chest of a newborn infant 
with airblock who died a few hours later. Repro- 
duced from the Journal of Pediatrics (4) by per- 
mission of the editors. A: Anteroposterior view. 
There is atelectasis of the right upper lobe. The 


left pneumothorax is evidently under great tension. the occurrence of airblock must be largely 
Note the widely spaced ribs, shift of the medi- ; : 


astinum, and depression of the left diaphragm. Yet a matter of the best obstetric attention — 
the left lung is only partially collapsed. Further ible, together with careful resuscitation of 
collapse is prevented by pulmonary interstitial those infants needing such measures. If 
emphysema, air trapped in the tissue of the lung. extensive atelectasis suggests the advisa- 


B: Lateral view. The apparent substernal collec- 
tion of air is not due to mediastinal emphysema; 
there was no air in the mediastinum at autopsy. 
The shadow is due to herniation of the anterior 
mediastinum by the tenison left pneumothorax. 
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bility of bronchoscopic aspiration, this pro- 
cedure is feasible in the newborn period.'* 

It is likely that in most instances the 
amount of aberrant air is small, causes few 
or no symptoms, and needs no treatment. 
In many more the amount of aberrant air is 
so small as to produce only mild symptoms; 
in such cases the only indicated treatment is 
the administration of oxygen and gentle 
care of the infant. 

In more severe cases some effort to re- 
move portions of the aberrant air may be 
advisable. If a large or tension pneumo- 
thorax occurs, aspiration may be indicated; 
this may have to be repeated several times. 
Gumbiner and Cutler® have reported the al- 
leviation of alarming symptoms following 
aspiration of the anterior mediastinum in 
a newborn infant with mediastinal emphy- 
sema. An effective therapeutic approach 


to pulmonary interstitial emphysema has 
not been devised. 
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POSTMORTEM OBSERVATIONS IN 
TWENTY-TWO PREMATURE 
INFANTS* 


JAMES B. AREY, M. D.+ 
NEw ORLEANS 


This paper is not intended to be a sta. 
tistical survey of the causes of death of 
premature infants dying during the neo. 
natal period. Adequate reviews of this sub. 
ject, based on autopsy findings, have been 
presented in the papers by Potter and 
Adair,’ Potter,? Cruickshank,? D’Esopo and 
Marchettit and Macgregor.® 

Although pathologic findings, presum- 
ably indicative of the cause of death can 
be demonstrated in 70 to 88 per cent of 
viable premature infants dying in the neo- 
natal period, many clinicians and _path- 
ologists still feel that autopsies on prema- 
ture infants are of little value, as they con- 
sider prematurity alone to be an adequate 
cause of death. The responsibility for this 
misconception rests both with the clinician 
and the pathologist. The clinician has been 
lax in obtaining permissions for post mor- 
tem examinations on premature infants 
dying in the neonatal period, and the 
examinations performed by the _path- 
ologist on such infants are usually inade- 
quate. The present paper is presented to 
encourage better cooperation between the 
clinician and the pathologist in dealing with 
premature infants. This cooperation is 
badly needed, for there is probably no 
period of life during which clinical diagno- 
ses are so unreliable. 

The material for the present paper con- 
sists of the consecutive autopsy records of 
22 premature infants dying during the 
neonatal period on the Tulane Service of the 
Charity Hospital of Louisiana at New Or- 
leans. The deaths occurred between Octo- 
ber, 1945 and May, 1946. All the infants 
were born alive, weighed more than 499 


*Read before the Sixty-seventh Annual Meeting 
of the Louisiana State Medical Society, New Or- 
leans, May 14, 1947. 
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grams and less than 2500 grams, and died 
between five minutes and 25 days after 
birth. Twenty were colored and two were 
white. Complete postmortem examinations 
including examination of the contents of the 
cranial cavity were carried out on all in- 
fants. Bacteriologic studies were inade- 
quate since most of the bodies were un- 
claimed and the autopsy, by law, could not 
be done until 48 hours after death. All the 
autopsies were performed by the author. 

Among the 22 premature infants five 
were classed as previable (weight 500-999 
grams). An adequate cause of death was 
demonstrated in four of these. There were 
17 classed as viable premature infants 
(weight 1000 to 2499 grams). An ade- 
quate cause of death was demonstrated in 
all of these infants (Table 1). 

In the entire group of 22 infants 16 died 
in the first 24 hours after birth, two died 
between 24 and 48 hours and four died be- 
tween 14 and 25 days (Table 1). All of the 
previable premature infants died within 48 
hours and only one lived over 24 hours. 

The causes of death in the previable pre- 
mature infants were bronchopneumonia, 
two, and intracranial hemorrhage, two. No 
cause of death could be demonstrated in one 
infant weighing 904 grams and living one 
hour and 36 minutes. The causes of death 
in the viable premature infants were con- 
genital syphilis, five, bronchopneumonia, 
four, asphyxia, four, thrombosis of the ven- 
ous sinuses of the dura mater, two, and in- 
tracranial hemorrhage, two. 

In the entire group of 22 infants broncho- 
pneumonia was the immediate cause of 
death in six, congenital syphilis in five, as- 
phyxia in four, intracranial hemorrhage in 
four, dural sinus thrombosis in two and the 
cause of death could not be determined in 
one. Infection, including congenital syphi- 
lis, was held accountable for 11 of the 22 
deaths (Table 1). 

In the 16 infants dying during the first 
24 hours there were four cases each of 
bronchopneumonia, congenital syphilis, and 
asphyxia, three of intracranial hemorrhage 
and one in which the cause of death could 
hot be determined. Only two infants died 
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between 24 and 48 hours, one of an intra- 
ventricular hemorrhage and one of congeni- 
tal syphilis. There were two infants with 
bronchopneumonia and two with dural 
sinus thrombosis who died between 14 and 
25 days (Table 1). 


These figures are too small to be of any 
statistical significance but they do show 
that even in premature infants important 
pathologic changes can be demonstrated by 
careful postmortem examinations. The de- 
tailed findings should be of interest to ob- 
stetricians and pediatricians. 


Bronchopneumonia was present in six 
cases as the immediate cause of death and 
occurred in infants dying from 17 minutes 
to 25 days after birth. It was present as 
an incidental factor in four others, three 
dying of congenital syphilis and one of 
lateral sinus thrombosis. The intensity of 
the process varied considerably, being more 
severe in the infants who lived over 48 
hours. In these cases it probably repre- 
sented a postnatal infection. Three of the 
four infants dying during the first 24 hours 
of bronchopneumonia showed microscopic 
evidence of aspiration of amniotic sac con- 
tents. In two infants the inflammatory 
reaction was slight and asphyxia may well 
have been more important than pneumonia 
as the immediate cause of death. Mac- 
gregor® believes that some cases of pneu- 
monia with prenatal aspiration may be 
caused by a non-bacterial irritant in the 
aspirated material. In 541 consecutive au- 
topsies on infants up to 28 days old, she 
found inflammatory changes in the lungs 
in 37 per cent of the live-born infants and 
in 11.8 per cent of the dead-born. Prema- 
ture infants appeared to be especially suc- 
ceptible to respiratory tract infections. 
Johnson and Meyer’ believe that a clinical 
diagnosis of congenital pneumonia is prac- 
tically impossible, and that nearly all in- 
fants dying of pneumonia within three days 
after birth do so as a result of antenatal 
infection. 

Congenital syphilis accounted for five 
deaths in the present series. All of these 
occurred in viable premature infants dying 
between one hour and 30 minutes and 34 
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hours after birth. Congenital syphilis may 
manifest itself only by osseous changes 
(Schmidt,? Schneider®) but in the present 
series, although bony changes were con- 
stant, other evidences of congenital syphi- 
lis were also present. These included hepa- 
tomegaly and splenomegaly, syphilitic pan- 
creatitis and in one infant extensive fibrosis 
of the hypophysis. A similar change in the 
hypophysis has been described by Browne’? 
who found syphilis to be the most important 
form of antenatal infection. Potter,’ how- 
ever, found congenital syphilis in only two 
of 954 autopsies on infants dying during 
the intrauterine and neonatal periods. 
Cruickshank" has pointed out that syphilis 
in the mother is not an important cause of 
abortion but is an important cause of pre- 
mature delivery. The appalling incidence 
of congenital syphilis in the present series, 
in spite of the small number of cases, de- 
monstrates the continued importance of 
syphilis as a public health problem, at least 
among the Negro race in the New Orleans 
area. 


Asphyxia accounted for four of the deaths. 
All were viable premature infants dying in 


the first 24 hours. There is still disagree- 
ment as to the occurrence of intrauterine 
respirations in the normal human fetus. 
Small amounts of amniotic sac contents are 
often found in the lungs but it is generally 
agreed that a large amount is indicative of 
fetal asphyxia. Amniotic sac contents in 
the lungs may be identified by the presence 
of cornified epithelial cells and also by a 
pink staining coagulum applied to respira- 
tory surfaces—the so-called asphyxial mem- 
brane (Johnson and Meyer’ “hyaline mem- 
brane’’; Farber and Sweet!” “vernix mem- 
brane” and Baar™). Cornified epithelial 
cells derived from the skin of the fetus may 
be entrapped in this membrane or may lie 
free in the bronchioles and alveoli. In the 
lungs of the four infants in the present 
series whose deaths were attributed to as- 
phyxia there were keratinized epithelial 
cells in the air spaces and a pink amorphous 
membrane lining many of the bronchioles 
and alveoli. Wilson and Farber' believe 
that actual bronchial obstruction due to as- 


piration of the contents of the amniotic sac 
is less frequent in premature than in ful] 
term infants, as the production of vernix 
and cornification of the skin take place 
largely in the last months of pregnancy. 

In addition to the four infants in whom 
death was attributed directly to asphyxia, 
eight others showed evidence of aspiration 
of amniotic sac contents varying from slight 
to moderate. In these cases asphyxia may 
have been a contributory cause of death, 
Two infants showed a few small foci of sub- 
ependymal encephalomalacia in the white 
matter neighboring the lateral ventricles, 
Such lesions may be the result of asphyxia 
or of birth injury, but in themselves did 
not appear to be important factors in caus- 
ing death. These focal subependymal ne- 
croses have been carefully described by 
Schwarz,’ and Benda" has reported similar 
lesions in the brains of mentally deficient 
children. 

Intracranial hemorrhage was responsible 
for four of the deaths. One infant showed 
an extensive subarachnoid hemorrhage and 
scattered petechiae in the substance of the 
brain; two showed subarachnoid, intraven- 
tricular and small intracerebral hemorr- 
hages and one showed an intraventricular 
hemorrhage and petechiae in the brain. Two 
of the four cases occurred in previable 
premature infants. The duration of life 
varied from five minutes to 31 hours. In no 
instance was there an associated tear in the 
falx or tentorium. There is a difference of 
opinion as to whether intracranial hemorr- 
hages without gross dural tears are the re- 
sult of birth trauma or of asphyxia, and 
Holland’ has pointed out the difficulty in 
distinguishing between traumatic and as- 
phyxial intracranial hemorrhage. 

Thrombosis of the dural sinuses was re- 
sponsible for two deaths. Both occurred in 
viable premature infants living 14 and 18 
days. No local inflammatory basis for the 
thrombi could be demonstrated. In one in- 
fant both lateral sinuses were thrombosed 
and in this case there was an associated 
bronchopneumonia. In the other infant 
there were thrombi in the superior sagittal 
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and lateral sinuses and in the great vein 
of Galen. This infant also showed suba- 


rachnoid, intracerebral and intraventricu- 
lar hemorrhages. Bailey and Hass*® !® and 
Byers and Hass” have emphasized the im- 
portance of acute nutritional disturbances 


Previable 
Duration of Life 
25-48 
hrs. 


Cause of Death 


Bronchopneumonia 
Intracranial hemorrhage 
Congenital syphilis 
Asphyxia 

Sinus thrombosis 
Undetermined 


Total by length of life status 


Total by status 


in the pathogenesis of dural sinus thrombo- 
sis in early life. 
DISCUSSION 

It cannot be denied that prematurity was 
an important contributing factor in the 
death of many of these infants. Prematur- 
ity, for example, favors the occurrence of 
such lesions as intraventricular hemor- 
rhage.® It is also true that the full term in- 
fant may survive trauma and infections 
which might kill the premature infant. 
Thus obstruction of scattered bronchioles 
and alveoli may have little effect in the full 
term infant, owing to the relatively large 
pulmonary reserve. In the premature infant 
the total functional pulmonary parenchyma 
may be barely sufficient to maintain life 
and minor obstruction in the respiratory 
tract can be fatal. 

The purpose of this paper is not to belit- 
tle the importance of prematurity as a fac- 
tor in neonatal deaths but rather to show 
that if death occurs serious lesions can be 
demonstrated as the immediate cause in 
most instances. It is encouraging that many 
of the deaths were not the inevitable conse- 
quence of prematurity but were theoretical- 
ly preventable. 

SUMMARY 

An adequate cause of death was demon- 
strated at autopsy in 21 of 22 premature 
infants dying during the neonatal period. 
Bronchopneumonia and congenital syphilis 
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together accounted for 11 of the deaths. 
Other causes of death were asphyxia, intra- 
cranial hemorrhage and dural sinus throm- 
bosis. These findings indicate that prema- 
turity uncomplicated by other disorders is 
seldom the sole cause of death. 


Table 1 
Status of Prematurity 
Viable 
Duration of Life 
25-48 
hrs. 


14-25 
days 


14-25 Total 
days No, 


= 6 
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THE PRESENT STATUS OF THE 
POLIOMYELITIS PROBLEM* 


VERNON W. LIPPARD, M. D.+ 
NEw ORLEANS 


It is quite appropriate that poliomyelitis 
should be a topic for discussion at a meet- 
ing of the Louisiana State Medical Society 
because it was a physician in this state who 
reported the first epidemic of the disease in 
this country. The author of this brief re- 
port, George Colmer, practiced in the Flor- 
ida Parishes and resided, at the time of his 
report, 1841, in Springfield, Livingston 
Parish. * 

My report, although somewhat longer, 
lacks the originality of Colmer’s because it 
is not based on original investigation but 
rather on a review of recent literature made 
for the purpose of finding out where we 
stand in this problem. As time does not per- 
mit a complete discussion of so broad a sub- 
ject, my remarks may be colored by my own 
interpretation and I shall be forced to dis- 
regard a careful balance of both sides of 
some controversial topics. 

In talking with a group of practicing 
physicians who have varied and broad inter- 
ests and are primarily concerned with the 
more practical aspects of medicine, one is 
always tempted to emphasize diagnostic 
and therapeutic procedures. Despite the fact 
that our knowledge of the disease is increas- 
ing rapidly and that investigation will lead 
eventually to more specific methods of diag- 
nosis and treatment of the acute infection, 


*Read at the Annual Meeting of the Louisiana 
State Medical Society, New Orleans, May 14, 1947. 

+From the Department of Pediatrics, School of 
Medicine, Louisiana State University, and the 
Charity Hospital of Louisiana at New Orleans. 
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I should warn you at the beginning that | 
have little to offer in that regard. 
ORGANISM 

The virus of poliomyelitis is one of the 
smallest known and, as is true of filtrable 
viruses in general, propagates only in living 
cells. It is, however, resistant to freezing, 
drying and many protoplasmic poisons and 
may be preserved in the ice chest, in nery- 
ous tissue, for several years. It is neuro- 
tropic, in fact “neuronotropic”, in that it 
combines preferentially with the neuron it- 
self rather than the glial elements of the 
nervous tissues. 

EPIDEMIOLOGY 

The seasonal incidence of the disease, 
with prevalence in the summer months, is 
well known. If it occurred only during that 
period of the year, study of the epidemi- 
ology might be much more simple, but the 
fact remains that it occurs in endemic form 
throughout the year. Cases are seen, even 
in the Northern states, during the winter 
months. The distribution of reported cases 
during the 1946 epidemic in Louisiana is 
shown in figure 1. 


CASES OF POLIOMYELITIS IN LOUISIANA - 1946 


TOTAL: 382 


LEGEND: 


Fig. 1: Monthly incidence of poliomyelitis in 
Louisiana during 1946. 


The mode of transmission has_ been 
studied intensively in recent years and 
many facts, which may lead to methods of 
prevention, are known. Presence of the 
virus in the pharyngeal mucus as well as the 
pharyngeal tissues of persons ill with the 
disease has quite naturally led to the belief 
that droplet dispersion may play a role in 
transmission. It is also known that the virus 
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is usually demonstrable in the intestinal 
walls and feces of infected persons as well 
as healthy contacts.* Trask, Paul and oth- 
ers’ © have demonstrated the virus in urban 
sewage during epidemic periods. It has not 
been found in water supplies. It has also 
been detected in the bodies of various spe- 
cies of flies trapped in epidemic areas.® * ® 

The bulk of evidence now favors fecal 
contamination as an important method of 
transmission. With the seasonal incidence 
of the disease parallel to that of the fly pop- 
ulation, one is tempted to conclude that flies 
may play the same role in mechanical trans- 
mission of the virus that they do in typhoid 
fever or dysentery. More information must 
be gathered, however, before precise inter- 
pretations can be made. For instance, it will 
be necessary to know the survival times of 
the virus outside of the body in feces, mu- 
cus and food and the minimal infective dose 
for man. 

PATHWAYS OF INVASION 

It has been quite definitely established 
that having gained entrance to the animal 
body, the virus is transmitted along healthy 
nerve fibers. This has been demonstrated 
repeatedly by the following rather simple 
experiment. If a sciatic nerve is sectioned 
and the virus suspension applied to the 
proximal cut end, poliomyelitis invariably 
results after an incubation period of four to 
six days. If, on the other hand, the nerve is 
cut or even frozen, proximal to the point of 
application of the virus, no infection re- 
sults. 

In the macacus rhesus monkey, which was 
practically the only animal used for this 
work prior to 1938, the disease can be pro- 
duced readily by application of the virus to 
the nasopharynx but not to other mucous 
membranes or the skin. If the olfactory 
nerves of this animal are sectioned, invasion 
does not take place no matter where the 
virus is applied externally. Thus, as long as 
our observations were confined to the 
macacus rhesus, the problem was simple. 
The portal of entry was the nasopharynx. 

It has become increasingly evident that 
conclusions regarding the portal of entry 
in man cannot be based on observations in 


the rhesus monkey for many reasons, fore- 
most among which is the fact that the virus 
is not usually found in the stools of infected 
animals of that species and that entry via 
the gastrointestinal tract may be barred by 
intestinal secretions or some other mechan- 
ism. 


There are many reasons to believe that 
the portals of entry in the chimpanzee may 
be more similar to those in man. As is also 
true in man, the virus can be recovered 
from the stools, and two young chimpanzees 
in a zoo are reported to have contracted the 
disease spontaneously during an epidemic.® 

In one series of experiments by Howe 
and Bodian,’ six chimpanzees were inocu- 
lated in pairs with human stools containing 
poliomyelitis virus. Two animals received 
the inoculum intranasally, two intraorally 
and two by stomach tube. In each of the 
last two pairs, one animal had been sub- 
jected to bilateral olfactory tract section. 
All of the animals contracted poliomyelitis. 
The entire brain stem and considerable por- 
tions of the cortex, spinal cord and peri- 
pheral nervous system were studied by 
serial section. Lesions of the olfactory bulbs 
and secondary olfactory nuclei were present 
only in the animals receiving intranasal in- 
oculations. There was good correlation be- 
tween the development of bulbar paralysis 
and intraoral inoculation. In the animals re- 
ceiving stomach tube inoculations, there 
was histologic evidence that the virus had 
reached the brain from the spinal cord. An- 
other animal, not included in this series, 
was killed before paralysis and showed 
lesions of the coeliac and sympathetic chain 
ganglia but none of the central nervous sys- 
tem. 


Studies on the portal of entry in man 
must be approached more indirectly and 
are therefore less conclusive than in other 
animals. Two methods have been used: 
pathologic analysis of the distribution of 
lesions and virus assay of tissues. Neither of 
these methods is entirely satisfactory be- 
cause at the time of death, the virus is wide- 
ly disseminated. Furthermore, histologic 
methods of tracing the spread of infection 
are available only for nervous tissues. His- 
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tologic findings show that the olfactory 
bulbs are capable of reacting to the virus 
but indicate that the olfactory portal is not 
involved in most cases. 


Many facts point to the alimentary tract 
as a focus of virus proliferation and the 
spinal cord as the primary site of invasion 
of the central nervous system in man. Crit- 
ical evidence of the abdominal sympathetic 
system as a route to the spinal cord has not 
been produced but it can be strongly sus- 
pected on the basis of the demonstration of 
both the virus and histological lesions in the 
coeliac ganglion of chimpanzee and man. 

SYMPTOMATOLOGY AND PATHOLOGY 

As this group of practicing physicians is 
no doubt familiar with the symptoms of the 
disease, I shall not take the time necessary 
te recite them from the textbook but shall 
attempt rather to review the course of the 
disease in relation to our knowledge of the 
underlying pathology and immunology. 

We have reviewed the mode of transmis- 
sion and the evidence available regarding 
invasion of the nervous system. The virus 
having entered the nervous system, one of 
three courses may follow: The disease may 
be arrested in the “abortive” or ‘‘non- 
paralytic” stage, paralysis with recovery 
may take place or permanent paralysis may 
result. 

The first symptoms of the disease are 
fever, headache, pharyngitis, vomiting and 
diarrhea. These are followed in cne to three 
days by irritability or drowsiness, muscle 
tenderness, stiffness of the neck, rigidity 
of the spine and positive Kernig sign. These 
symptoms usually appear seven to 14 days 
after exposure. Examination of the spinal 
fluid at that time usually reveals 50-100 
cells, although the count may be higher or 
lower. Polymorphonuclear leucocytes may 
be present during the first few days but 
lymphocytes predominate. The globulin 
content of the spinal fluid is normal or 
slightly increased at first but gradually in- 
creases. From the clinical standpoint, the 
disease may not, and probably in the ma- 
jority of cases does not, progress beyond 
that stage. The existence of non-paralytic 
cases in man is, of course, difficult to estab- 
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lish. In the experimental animal, however, 
it can be confirmed histologically and by 
virus assay. 

When virus reaches the central nervous 
system, one of several sequels is possible, 
If the dose is subinfective for the cells near 
the site of entry, the virus may be ster- 
ilized there. If the dose is somewhat larger 
or the tissues more susceptible, a local path- 
ological response to invasion and injury at 
the site of entry may occur, followed by 
sterilization before the virus can multiply 
and spread to other susceptible centers, or 
there is multiplication and spread to other 
susceptible centers.1! Failure of multipli- 
cation and spread and injury to a compara- 
tively few cells probably accounts for the 
majority of non-paralytic cases. The ab- 
sence of demonstrable paralysis in many 
cases is probably due to the fact that the 
distribution of destroyed motor neurons is 
too scattered to involve a single functional 
muscle group sufficiently to produce clini- 
cally evident loss of function. In such 
cases, one may find all the anterior horn 
cells destroyed in one miscroscopic section 
and another section a millimeter away 
unaffected. 

It is generally agreed that a large por- 
tion of cases never progress beyond the 
non-paralytic stage. The extent of invasion 
beyond this point is dependent upon the 
balance between virulence of the organism 
and susceptibility of the host. When paraly- 
sis occurs, weakness is usually observed and 
reflexes diminished by the third day after 
onset of symptoms. The maximum degree 
of paralysis is reached in a few hours to 
two or three days and the fever usually falls 
by lysis in four or five days. 

Of those in whom a definite weakness can 
be demonstrated, approximately 25 per 
cent show complete clinical recovery, five to 
ten per cent die, and the remainder have 
some degree of residual paralysis. 

Time does not permit a careful discussion 
of the morphologic changes which take 
place in the nervous system as the disease 
advances. Briefly, the major lesions con- 
sist of degeneration of the anterior horn 
cells of the spinal cord and motor nuclei of 
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the cranial nerves and, in the acute state, 
widespread inflammation throughout the 
nervous system. The virus migrates along 
the living axon and is distributed widely 
throughout the central nervous system. How 
it can pass through certain neurons without 
producing injury remains a mystery but it 
seems likely that chemical differences exist 
and that the type of cell-selectivity found 
in other virus diseases may apply. 
PREVENTION 

The possibilities of establishing effective 
control of the disease fall into three cate- 
gories: prevention from exposure, passive 
immunization and active immunization. 

Our knowledge of the transmission of the 
disease is so limited that few definite rec- 
ommendations can be made on the control 
of exposure but I would warn against ques- 
tionable measures which encourage public 
panic. 

On the basis of evidence that the virus 
may be recovered from the pharynx, pro- 
tection of children from exposure to in- 
fected persons and from crowds during 
epidemics may be justified but it seems un- 
likely that droplet dissemination will prove 
to be the primary method of transmission. 
Control of spread of the virus from one 
intestinal tract to another may be a more 
efficient approach. As in typhoid, healthy 
carriers have been recognized and patients 
who have recovered from either the para- 
lytic or non-paralytic types of disease carry 
the virus in their intestinal tracts for vari- 
ous periods. It presents a much more diffi- 
cult problem than typhoid, however, because 
the virus can be identified only by animal 
assay and that is too expensive and time- 
consuming a procedure to be carried out on 
a large scale. Our current methods and 
duration of isolation are arbitrary and not 
based on scientific evidence. 

Attempts to control exposure by nasal 
sprays have not proved efficacious. They 
were based on the assumption that the pri- 
Mary portal of entry in man, as in the 
rhesus monkey, is through the olfactory 
tract and that assumption is no longer valid. 

Considerable attention has been given re- 
cently to the problem of tonsillectomy in 
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relation to poliomyelitis. Children who 
develop the disease shortly after tonsillecto- 
my are more likely to have it in the fatal 
bulbar form and the incidence may be 
higher among this group. Until better 
evidence that it is a safe procedure is 
available, it would seem advisable to avoid 
tonsillectomy during epidemics. This does 
not mean that the operation should not be 
performed during the summer months in 
years or areas in which the prevalence of 
the disease is not increased. 


On general principles, it does not seem 
likely that passive immunization offers 
much hope as a preventive measure. The 
best we can hope for is that a concentration 
of antibodies, such as is found in human 
gamma globulin, may offer temporary pro- 
tection to children known to have been ex- 
posed, if given before the virus enters the 


‘body. The evidence at present is discour- 


aging. 

Active immunization is a topic of much 
more lively interest. It offers the most hope- 
ful approach to the control problem that we 
know at the moment but the ideal vaccine 
has not yet been discovered. The disappoint- 
ing results which followed the use of killed 
and chemically attenuated viruses are well 
known. When the killed virus was used, 
apparently no protection resulted. When 
the chemically attenuated virus was used, it 
was not sufficiently attenuated and children 
developed the disease. Much work has been 
done recently on mouse-adapted strains and 
on attenuation of the virus by irradiation 
and other physical means. One of the limi- 
tations in all of this work is the fact that 
the presence of neutralizing antibodies in 
the circulating blood may not guarantee pro- 
tection of the neuron. Neutralizing anti- 
bodies have been demonstrated very early 
in the disease. This suggests that they were 
present at the time of exposure and did not 
serve a protective function. Furthermore, 
second attacks have been reported, although 
it is quite possible that both attacks were 
not caused by the same strain of virus. 

THERAPY 

Regarding specific therapy in the acute 

phase of the disease, there are few encour- 
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aging leads. Numerous drugs, including the 
sulfonamides and penicillin, have been tried 
and have failed. Fifteen years ago it was 
thought that convalescent human serum was 
the answer but most investigators now 
agree that it is of no value. 

Use of thé concentrated gamma globulin 
fraction of pooled adult human serum in 
preparalytic poliomyelitis has been the sub- 
ject of considerable active research recently. 
Neutralizing antibodies against the Lansing 
strain of poliomyelitis are said to be present 
in this fraction at an average concentration 
18 to 25 times as high as that in the 
corresponding whole plasma. Bahlke and 
Perkins" conducted a very critical investi- 
gation of the efficacy of gamma globulin 
during the 1944 epidemic in New York 
State. Their conclusions are, “In a series 
of 111 patients with preparalytic poliomye- 
litis observed for approximately six months 
after onset, no benefit is detectable when 56 
of them who had received large doses of 
gamma globulin intramuscularly are com- 
pared with 55 alternate, untreated con- 
trols.” 


I shall not enter the controversy sur- 
rounding the orthopedic treatment of the 
disease once paralysis has developed. In 
general it appears that complete immobili- 
zation of extremities may be disadvanta- 
geous in many cases because it may lead to 
atrophy and increased loss of function. Ap- 
plication of heat relieves pain and when 
combined with active physical therapy, di- 
minishes the extent of paralysis and de- 
formity. Maintenance of centers where the 
disease can be treated actively in the early 
stages of paralysis is certainly justified. 

The ramifications of this subject have 
made it necessary for me to review hastily 
a large amount of material. I have tried to 
indicate the directions in which progress 
may be expected. Despite the enormous 
amount of effort expended in the study of 


this disease in recent years, we are far from 
the goal. 


DISCUSSION 


Dr. Peters: What do you think about the CO, 
treatment? 


Dr. Lippard: I have had no experience with it 


and I do not understand the rationale underlying 
its use. 

Dr. Levy (Baton Rouge): What has been your 
experience at Charity Hospital with those patients 
who have received sulfa drugs in the prodromal 
stage? Is it true that the paralysis has been worse? 

Dr. Lippard: It is my impression from the liter. 
ature that they have no effect on the disease one 
way or another. That would seem logical because 
the sulfa drugs are, in general, not antiviral ip 
their action. 
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INTRAMEDULLARY INFUSIONS IN 
INFANTS* 
MACK SUTTON, M. D.+ 
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NEW ORLEANS 


More than 200 patients admitted to the 
pediatric wards of Charity Hospital in New 
Orleans have received fluids by intramedul- 
lary route since December, 1945. At that 
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time a simplified procedure was established 
by the Tulane Pediatric Division; because 
no complications have occurred, our experi- 
ences and this technic deserve discussion. 
In 1932 Drinker and associates! and 
Doan? independently suggested bone mar- 
row as a route for administration of fluids. 
Tocantins and co-workers* + * enlarged on 
earlier work in this field, and published 
data regarding indications, rate of absorp- 
tion, and complications. Since 1942 several 
reports from abroad have emphasized the 
usefulness of this route for fluid injections 
in properly selected patients. Heinild, Son- 
dergaard and Tudvad® recently reported ex- 
periences with 1000 bone marrow infusions 
in six different Danish hospitals. They 
condemned long-continued infusions and 
intra-osseous injection of hypertonic or 
irritating fluids. They recommended the 


multiple syringe, “push” infusion as the 
most satisfactory method. 
TECHNIC 

Many methods of administering fluids 


into the medullary cavity have been de- 
scribed, some calling for elaborate needles 
or trephines, others requiring only minimal 
simple equipment. In our experience an 18 
gauge, stainless steel needle with a well- 
fitting stylet is adequate; strength and a 
keen cutting edge are essential. For older 
infants a 16 or 17 gauge needle of the same 
quality may be employed. 

The patient is prepared in the following 
manner: The lower extremity is fixed to a 


padded board so that the assistant opera- | 


tor’s hand may support the knee. The upper 
two-thirds of the tibia is cleansed, then pre- 


pared with iodine or merthiolate followed by | 


alcohol, as for any surgical procedure; 
sterile technic is used throughout. One c.c. 
of normal saline containing 10,000 units of 
penicillin is mixed with 0.25 c.c. of 1 per 
cent solution of procaine hydrochloride. A 
site is chosen in the mid-portion of the up- 
per third of the medial (flat) tibial surface. 
Particular care is used to avoid proximity 
to the epiphyseal line. The penicillin-pro- 
caine solution is then infiltrated down to 
the periosteum. 

A 5 cc. Luer-lok syringe is attached to 
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the needle selected, and a small towel is 
wrapped around the syringe; this then 
serves as a handle. The needle is directed 
toward the knee not quite perpendicularly 
to the long axis of the tibia, and pressure 
is exerted while employing a slightly drill- 
ing motion. One hand supports the tibia 


LEGEND: 

Fig. 1: Puncture of tibial medullary cavity with 
17 gauge needle with 5 c.c. Luer-lok syringe as 
handle. Note support of patient’s extremity as 
pressure is applied. 


during this maneuver (see fig. 1). Entry 
into the marrow cavity is easily appreciated 
by a sudden “give” or reduction in resist- 
ance. The bevel of the needle is directed 
cephalad, the syringe is removed, and a 
stylet introduced to be sure the lumen is 
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LEGEND: 
Fig. 2: Introduction of stylet to insure patency 
of needle lumen. If bony core is present, a few 
thrusts will dislodge it. 


clear (see fig. 2). The ease with which the 
bony cortex may be punctured is dependent 
upon skill of the operator, site chesen, age of 
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the patient, and perhaps certain deficiency 
syndromes. Despite these considerations, 
however, one often encounters extreme and 
unexplained variations in thickness, resist- 
ance, and brittleness of bone, and conse- 
quent minor technical difficulties which are 
easily overcome with experience. A few c.c. 
of saline is injected, and if this is blood- 
tinged when aspirated, the syringe is re- 
moved and the special infusion set is 
attached. 


A year ago it was our policy to employ 
the multiple syringe method, so uniformly 
recommended throughout the literature. We 
now wish to introduce an infusion set, 
which, to the best of our knowledge, has not 


LEGEND: 
Fig. 3: Two-way automatic valve with small 
syringe attached ready for attachment to marrow 
needle. Note very thin plasma tubing. 








LEGEND: 

Fig. 4: Automatic valve attached to marrow 
needle. Mantoux syringe attached is popular be- 
cause of extremely light weight and because only 
slight pressure is needed to force fluid. 
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hitherto been described for this purpose 
(see fig. 3 and 4). This infusion set has 
many advantages. Once attached to the 
marrow needle, the system is closed. Be. 
cause the valve is automatic and light in 
weight, the possibility of needle movement 
is minimized and likelihood of seepage 
into surrounding tissue reduced; the latter 
is a frequent complication of the multiple 
syringe method. Extreme simplicity of 
operation has increased its popuiarity. Al. 
most any small syringe may be employed 
with this set, but for convenience, and to 
reduce potential pressure-pain, we ordinari- 
ly use a 5 c.c., 2 c.c., or even a tuberculin 
syringe for infants. Such a set is now 
standard equipment on our service, and will 
be described in detail elsewhere. 

If a continuous infusion is desired, the 
marrow needle is fixed in place with flamed 


LEGEND: 

Fig. 5: Light weight BD Luer-lok adapter at- 
tached to marrow needle for marrow drip. Blood 
and plasma are difficult to administer by gravity 
alone, but less viscous fluids can be administered 
by this method. 


adhesive and sterile gauze (see fig. 5). We 
have encountered no complications even 
when infusions have remained for as long 
as 72 hours, though usually they are not 
allowed to run for more than 12 to 24 hours. 
If additional parenteral fluids are required 
after this time, the preferred intravenous 
route is usually again available. Bone mar- 
row infusions may be repeated, however, 
as often as necessary simply by varying 
sites of injection, but the same bone should 
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not be punctured again until at least 24 
hours have passed. 

Before the needle is removed, 10,000 units 
of penicillin in normal saline is injected 
partly into the medullary cavity and partly 
along the course of the withdrawing needle. 
We have done this routinely. 

We do not recommend the intramedullary 
over the intravenous route, but use it rather 
as an alternative when veins are inaccessi- 
ble. Just when patients most urgently need 
corrective fluid therapy, valuable time is 
often lost by attempting to enter collapsed 
or very small veins. Added trauma incident 
to such well-meaning efforts and the extra 
manipulations they entail, certainly appear 
further to depress an already debilitated 
patient. 

REPORT OF A CASE 

A recent illustrative incident occurred when a 
malnourished infant with a severe acute nutritional 
disturbance was admitted. Comatose, he exhibited 
all the classical features of marked dehydration 
and acidosis; the carbon dioxide combining power 
was 7 volumes per cent. There was twitching of the 
extremities and no discernible reaction to painful 
stimuli. Death appeared imminent. Fourteen vene- 
punctures and two cutdown procedures had been 
attempted. Appropriate alkaline and fluid therapy 
was then administered by rapid, forced injection 
into the tibial marrow. Response was gratifying, 
and the infant was crying vigorously within an 
hour. Usual supportive and dietary measures were 
then employed, and a transfusion was given into 


the same needle six hours later. Uneventful re- 
covery ensued. 


We see many such emergencies among 
severely dehydrated infants brought to 
Charity Hospital, and it has been our policy 
tc administer fluids immediately by the 
most expeditious route. Injudicious delay 
in administration of corrective solutions 
may be hazardous and may further accentu- 
ate existing water and electrolyte deficits. 
The rapid and almost foolproof technic for 
marrow infusions can be mastered by wit- 
nessing the procedure two or three times, 
whereas many intravenous technics useful 
for infants require time and skill and there- 
fore often present insurmountable difficul- 
ties to the occasional or inexperienced 
operator. 

We have successfully completed more 
than 200 intraosseous infusions in infants 
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and small children ranging from young 
prematures weighing as little as 964 grams 
(2 pounds, 2 ounces), and there have been 
no complications or sequelae. One patient 
received fourteen such infusions during a 
period of seven weeks. The puncture tech- 
nic is not ordinarily used or recommended 
for children over the age of three, though 
there is no actual contraindication when an 
emergency exists beyond this age. 

Pain, so obviously related to the pressure 
used for marrow infusions is ordinarily re- 
duced or eliminated when the rate and 
pressure are reduced. Pain thus serves as 
a useful guide for controlling speed of fluid 
administration. 

Tocantins and O’Neill* and Quilligan and 
Turkel’ found frequent warnings in the 
literature two decades ago regarding local 
complications following prolonged adminis- 
tration of fluids into any single vein, and 
many incriminations of this now-common 
route also warn us of such dangers follow- 
ing cutdown procedures. Complications 
after intramedullary infusions into long 
bones, such as osteomyelitis, pressure oc- 
clusion of vessels, cellulitis, and subcutane- 
ous abscesses, have been reported, though 
none of these are common. Quilligan and 
Turkel? found only 12 such among 1049 
patients who had received fluids by intra- 
medullary route. Five of these had medi- 
astinitis, following sternal marrow punc- 


tures; five others had osteomyelitis of long 
bones. 


We have not used the sternal route, and 
to reduce the possibility of infection, peni- 
cillin was infiltrated at the site of puncture 


before the needle was inserted, and again 
as it was withdrawn. 


Queries have been received regarding 
rates of absorption for various types of 


fluids. While there is no doubt that fluids 
can be given more rapidly intravenously, 
rates attained in intramedullary infusions 
are ordinarily adequate. We give blood, 
plasma, or any of the physiologic repair 
solutions freely, employing usual dosage 
rules. Meyer and Perlmutter® found that 
the circulation time in human subjects 
measured fro: corresponding intravenous 
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and intramedullary sites was essentially 
similar in 21 subjects. They concluded that 
the intimate relationship between the gen- 
eral circulation and the medullary cavities 
warrants their use when venous channels 


are not readily accessible. 
SUMMARY 


1. Intramedullary infusions should be re- 
served for patients whose veins are inac- 
cessible. 

2. The puncture principle, employing a 
short 16-18 gauge stainless steel needle is 
described. 

3. Viscous fluids, such as blood and plas- 
ma, may not drip in easily by gravity alone; 
forced pressure injection is often necessary. 

4. A two-way automatic valve with sy- 
ringe pump seems more satisfactory than 
multiple syringe or continuous infusion 
methods. 

5. All common infusion fluids may be ad- 
ministered by this technic at a satisfactory 
rate. Irritating solutions should not be 
used, lest tissue injury result. 

6. We believe that absence of complica- 
tions among these infants can best be at- 
tributed to careful technic, avoidance of the 
sternal route, use of penicillin at the site 
of marrow puncture, and to the closed sys- 
tem we ordinarily employ. 

DISCUSSION 

Question (by student): Does seepage occur at 
the site? What bone other than the tibia do you 
use? 

Dr. Sutton: We use the tibia in 95 per cent of 
the cases; in other cases the femur. The femur is 
good in permaturees. 

Question (by student): Do you resterilize the 
needle and use it over again or use a new needle 
each time? 

Dr. Sutton: I think the cost is so little that it 


justifies the use of a new needle. 
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Present knowledge of human infections 
with the virus of equine encephalomyelitis, 
Eastern type, rests largely upon studies 
performed on the 34 or more cases of the 
1938 epidemic in Massachusetts, at least 24 
of which were in children under ten years 
of age. Farber, Hill, Connerly, and Dingle! 
examined eight of these cases occurring in 
infants and children, reviewing the clinical 
features, diagnosis, treatment, pathologic 
and laboratory findings. Seven of the eight 
cases similarly reported by Wesselhoeft, 
Smith, and Branch? fell into roughly the 
same age group. The virus was isolated 
repeatedly at that time by Webster and 
Wright*® as well as by Fothergill and asso- 
ciates,* but it does not appear to have been 
recovered from any subsequent instance of 
the disease in man. In 1941 Hammon’ re- 
ported one case in an 8 year old girl, and in 
1942 Bohls and Irons® recorded two proba- 
ble infections in patients of unstated age. 
These three cases, occurring in Texas, were 
non-fatal; the diagnosis was based on clini- 
cal evidence supported by demonstration of 
specific virus-neutralizing properties in the 
patients’ sera. To augment existing data, 


the following description of a recent fatal 


infection in a 6 year old girl from Louisiana 
is presented; isolation and identification of 
the virus are likewise reported. 
CASE REPORT 
Clinical History: On the morning of August 3, 
1946, B. H., a 6 year old white girl, resident of 
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Houma, La., awoke complaining of headache. Her 
mother thought she had fever. She vomited twice 
during the afternoon. Following a short general- 
jzed convulsion she was taken to a local hospital 
where her temperature was found to be 101° F. 
No laboratory tests were performed, and after one 
injection of penicillin she was sent home. The pa- 
tient played in her bed that evening, feeling better, 
but upon the reappearance of fever, headache, and 
vomiting next morning she was referred to the 
Charity Hospital of Louisiana at New Orleans. 


Physical examination on admission disclosed a 
well-developed, well-nourished child who appeared 
moderately ill. She was stuporous but responded to 
stimuli and was cooperative when aroused. Ker- 
nig’s and Brudzinski’s signs were positive, hyper- 
active tendon reflexes were noted, and the pharynx 
was moderately injected. Temperature was 103.8° 
F., blood pressure 120/80 mm. Hg. Petechiae ap- 
peared on the abdomen within a few hours. 

The initial hematologic examination showed 
19,000 leukocytes per cu. mm. of which 88 per 
cent were polymorphonuclears, 12 per cent lym- 
phocytes; the hematocrit was 34 per cent. During 
hospitalization two specimens of urine were ex- 
amined and found normal; two blood cultures and 
a Mantoux test (0.1 mgm. O.T.) proved negative. 
The spinal fluid findings in four lumbar punctures 
are summarized in table 1 and are considered 
typical for viral encephalitis, though perhaps the 
initial content of leukocytes was higher than usual; 
smears and cultures from each specimen of fluid 
were reported as bacteriologically negative. 


TABLE 1 


SUMMARY OF FINDINGS ON EXAMINATIONS OF 
SPINAL FLUID FROM PATIENT B.H. 


Leukocytes 


Protein Mg./100 c.c. 
‘hlorides Mg./100 c.c. 
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By 3:00 a. m. of August 5, recurrent convul- 
sions and muscular twitchings had developed; the 
patient was unconscious, remaining so until death. 
After the first convulsion, plantar reflexes became 
extensor. Nystagmus and mild bilateral papille- 
dema were noted. On August 6, the patient’s con- 
dition deteriorated progressively. Mucus accumu- 
lated in the throat, and severe bilateral papille- 
dema developed rapidly. The next day, August 7, 
she exhibited evidences of peripheral vascular col- 
lapse. Her temperature ranged between 104° and 
106° F., blood pressure dropped to 85/60 mm. Hg. 
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At 5:00 p. m., bulbar symptoms increased, respira- 
tions became shallow, the face was flushed, and 
the patient died shortly thereafter. 

Treatment was based on an initial presumptive 
diagnosis of pyogenic meningitis and included 
vigorous supportive measures. Sulfadiazine was 
given in dosage of 0.2-0.3 Gm./Kg. daily by hypo- 
dermoclysis. Ten thousand units of penicillin was 
administered intrathecally at the time of the initial 
spinal puncture; thereafter large amounts were 
given by intravenous, subcutaneous, and intra- 
thecal routes. Repeated small transfusions of whole 
blood were given by continuous intravenous drip. 
Dehydration was controlled by parenteral admin- 
istration of fluids to assure a total daily intake 
of 110 e.c./Kg. Concentrated plasma and 50 per 
cent glucose were given in an attempt to combat 
cerebral edema. Barbiturates were used for seda- 
tion. During the last two days of illness inhala- 
tions of 5 per cent carbon dioxide in oxygen were 
used in an effort to liquefy secretions. Adrenal 
cortical extract had no remarkable effect in alter- 
ing the features of terminal collapse. 

The final clinical diagnosis was viral encephal- 
itis, type undetermined. Clinical and epidemiologic 
considerations justified suspicion of infection with 
the virus of equine encephalomyelitis. 

Postmortem Observations* : Postmortem examin- 
ation was restricted to the head. An extremely 
edematous brain weighing 1500 gm. was removed. 
No gross evidences of meningitis were found, but 
hyperemia and small hemorrhages were noted 
about the base. After removal of material for virus 
study, the remainder of the brain was fixed in 
formalin. Sections were later taken from the fol- 
lowing regions and stained with hematoxylin-eosin: 
frontal, temporal and occipital lobes; wall of the 
anterior and posterior horns of the lateral ventri- 
cles; thalamus; mesencephalon; wall of the fourth 
ventricle; basal ganglia; cerebellum. Microscopic 
examination** revealed similar changes in all sam- 
ples of the brain. There were found in both the 
grey and white matter diffuse and focal areas of 
neutrophilic infiltration, the latter amounting 
sometimes to small abscesses. Accumulations of 
neutrophils and areas of demyelinization were ob- 
served around many of the blood vessels; demye- 
linization was noted especially at junctions of grey 
and white matter. The meninges exhibited small 
hemorrhages and moderate-to-severe infiltration of 
neutrophils, lymphocytes and macrophages. 

Virus Studies: Several small portions of brain 
taken at autopsy shortly after death on August 
7, 1946 were placed in glycerine and stored at 4° C. 


*We are indebted to Dr. E. S. Moss, Director, 
Department of Pathology, Charity Hospital, for 
permission to study specimens obtained at autopsy. 


**We are indebted to Dr. James B. Arey for ex- 
amination of the sections. 
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On August 10, 1946 approximately one gram of 
this material was ground in a mortar and emul- 
sified in broth. Groups of adult white mice were 
then inoculated by each of the following routes: 
intracerebral, intraperitoneal, intranasal, and sub- 
cutaneous. Six mice inoculated intracerebrally died 
within two to five days, and one mouse inoculated 
intraperitoneally died on the fifth day, each with 
signs characteristic of encephalitis in these 
animals. 


The brains of the dead mice were emulsified and 
inoculated into other mice by the intracerebral 
route. This emulsion and similar preparations from 
later passages were found to be bacteriologically 
sterile; they contained an agent which passed 
through a Seitz EK filter disc and regularly killed 
white mice in 36 to 72 hours. In chick embryos, 
infection was lethal within 24 hours. The short 
incubation period in experimental animals sug- 
gested virus of equine encephalomyelitis; accord- 
ingly, an attempt was made to compare the agent 
isolated with known Eastern and Western types 
of equine encephalomyelitis virust by means of 
cross-immunization and serum-protection tests. 


Thirty-six mice were given a series of intra- 
peritoneal injections of formalinized chick embryo 
vaccine prepared from the unknown virus. Groups 
were then challenged with varying dilutions of 
known strains of Eastern and Western types of 
equine virus. As shown in table 2, immunization 
with the agent under study protected mice against 
as many as 10,000 MLD’s of Eastern type virus, 
but gave no significant protection against the 
Western type. 








lactic effect. The results of one such experiment 
are summarized in table 3. 
TABLE 3 


RESULTS OF PROTECTION TEST WITH EQUINE 
ENCEPHALOMYELITIS ANTISERA AND 
VIRUS FROM PATIENT B. H. 

Serum used 


for Protection Final Dilution of Virus Injected 


10-* 10-4 10-8 10-7 
Anti-Eastern Type 3/3* 3/3 3/3 3/3 
Anti-Western Type  ——____ eneeee 0/3 0/3 0/3 
Normal Guinea Pig Serum ____........ 0/3 0/3 0/3 
*Numerator represents number of survivors after five days 
of infection; denominator represents number of mice 
challenged. 


It was concluded that the agent isolated from 
the brain of patient B. H. was virus of equine 
encephalomyelitis, Eastern type. 

DISCUSSION 

On the day that B. H. was admitted to 
Charity Hospital an elderly woman, also of 
Houma, La., was admitted to a different 
service in the same institution. Her disease 
coincided with that of B. H. in time of onset, 
symptoms, and clinical course, terminating 
fatally on the same day. No autopsy was 
performed, and unfortunately the resem- 
blance to our patient was not appreciated 
until it was too late to secure blood or spinal 
fluid for study. So far as we have been able 
to determine, there were no previous ill- 
nesses of the same nature reported from 
that region, and none had developed up to 
August, 1947. 

The evidence of limited outbreaks in 





TABLE 2 
RESULTS OF CHALLENGE INOCULATIONS IN MICE IMMUNIZED WITH VACCINE 





FROM VIRUS ISOLATED FROM PATIENT B.H. 


Group Type of Equine Encephalomyelitis Virus Dilution of Virus Injected 
Used for Challenge 10-8 10- 10-5 10-6 10-7 104 
Immunized Eastern FE. E. Virus 0/3* 3/5 5/5 Oo }£;i‘«i= ‘<n 
Western E. E. Virus j= ...... 0/3 0/5 0/5 1/5 win 
Controls Eastern BE. E. Virus keen cate 0/2 0/2 0/2 0/2 
Western E. E. Virus 9  _lkeecce eee 0/2 0/2 0/2 0/2 


*Numerator represents survivors after five days of infection with virus used for challenge; denominator represents 


number of mice challenged. 


Three consecutive serum protection tests, per- 
formed according to the intraperitoneal technic of 
Olitsky and Harford’ showed that mice could be 
protected against at least 1000 MLD’s of the newly 
isolated virus by guinea pig antiserum to Eastern 
type equine virus;, whereas antiserum to the 
Western type of equine virus was without prophy- 


{The strains employed were supplied by Dr. W. 
McD. Hammon of the G. W. Hooper Foundation, 
San Francisco, California. 


Texas and Louisiana suggests the possibili- 
ty that cases of human infection with this 
virus may be more frequent than published 
reports would indicate. Since 1940, 28 
human cases diagnosed as encephalitis, of 
unproved etiology, have been reported to 








Antiserum was sent by Dr. H. Koprowski, 
Lederle Laboratories, Pearl River, N. Y. 
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the Louisiana State Health Officer.* That 
iInesses diagnosed as postinfection en- 
cephalitis are not free from suspicion 
as possible instances of infection with the 
virus of equine encephalomyelitis is dem- 
onstrated by the observation in Massachu- 
setts that some of the proved cases of 
infection with equine virus occurred in chil- 
dren convalescent from whooping cough.’ 

Our data concerning the disease in horses 
are inadequate, but there was certainly no 
large epizoétic during 1946. The virus was 
recovered from horses in Louisiana in 1944,8 
and many of the potential reservoirs and 
vectors which have been implicated in 
studies of the transmission of this infection 
are found here in abundance. A large out- 
break of encephalomyelitis in horses and 
mules occurred in Louisiana in the summer 
of 1947, and several human patients sus- 
pected of suffering from this infection have 
been admitted to Charity Hospital. Lab- 
oratory studies of these cases are now in 
progress. 

With present methods, a diagnosis of 
encephalitis due to Eastern equine virus 
could rarely be established sufficiently 
early to benefit the patient even if effective 
means of therapy were known. No distinc- 
tive syndrome is yet apparent in the variety 
of clinical manifestations found among the 
relatively few examples of this disease pre- 
viously described in man. As_ noted 
above, the early symptoms and relative 
purulence of the spinal fluid in the patient 
described here suggested acute bacterial 
meningitis. The negative smears and cul- 
tures of spinal fluid and the sterile cultures 
of blood did not discourage this view, since 
it was known that the patient had received 
penicillin before specimens were collected. 
The possibility of a viral etiology required 
consideration when the level of cerebro- 
spinal fluid sugar was found to be normal 
and when noticeable clearing of the spinal 
fluid occurred in conjunction with progres- 
sively more severe disease. 

SUMMARY 

1. The clinical and pathologic observa- 
*Personal communication from Dr. W. L. Treut- 
ing, State Health Officer. 
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tions in a case of fatal encephalomyelitis in 
a 6 year old child from Louisiana are de- 
scribed. Virus of equine encephalomyelitis, 
Eastern type, was isolated from portions of 
the brain taken at autopsy. Identification 
of the virus was established by means of 
cross-immunization and serum protection 
tests in mice. 

2. Despite the widespread distribution of 
Eastern type equine encephalomyelitis virus 
among animals in the United States, this 
would appear to be the first human case 
reported since the 1938 outbreak in Massa- 
chusetts from which virus has been iso- 
lated. 

Acknowledgement: The continued inter- 
est and helpful suggestions of Dr. Ralph V. 
Platou are much appreciated by the authors. 
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FARBER’S TEST IN THE DIAGNOSIS 
OF CONGENITAL INTESTINAL 
ATRESIA 
NORMAN C. WOODY, M. D.+ 
NEW ORLEANS 





In 1933, Farber described a simple means 
to determine patency of the alimentary 
canal in the newborn infant by examining 


7From the Department of Pediatrics, Tulane 
University School of Medicine and the Charity 
Hospital of Louisiana at New Orleans. 
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meconium.' In his method, meconium is 
smeared on a glass slide, stained with gen- 
tian violet and examined microscopically 
for cornified epithelial cells and lanugo 
hairs. 


This test is based on knowledge that the 
embryonic alimentary lumen, from the py- 
lorus to the ileocecal valve, becomes oblit- 
erated between the fifth and tenth fetal 
weeks by proliferation of endothelium and 
then is recanalized. Rarely, a portion of 
the solid stage persists as congenital atre- 
sia. While in utero, the fetus swallows 
amniotic fluid, which contains cornified 
epithelial cells and lanugo hairs during the 
last two months of gestation. If normal 
recanalization of the gut has occurred, such 
formed elements will be found easily in 
the meconium of the infant. If, on the other 
hand, atresia persists, they will be lacking. 
Farber states in his original communica- 
tion: “Absence of cornified cells is proof 
that a point of atresia is somewhere present 
in the alimentary tract.” 

Here, apparently, is a test of great sim- 
plicity which has not been recognized and 
used to proper advantage. The purpose of 
this paper is to indicate that epithelial cells 
are invariably present in the meconium of 
normal infants and that the test, when done 
in cases of suspected atresia, has consider- 
able diagnostic and prognostic value. 

One hundred full term normal newborn 
infants with birth weights ranging from 
2.5 to 3.75 kilograms were observed during 
the neonatal period and their meconium 
examined for lanugo hairs and cornified 
epithelial cells. None of these infants de- 
veloped any symptoms or signs of intestinal 
obstruction. Meconium from each was taken 
from the center of the excreted mass, 
smeared on a glass slide, and allowed to 
dry. The unstained smear was examined 
microscopically for lanugo hairs. This pre- 
liminary examination yielded positive re- 
sults in 91 cases. The remaining nine were 
stained after the method outlined by Far- 
ber :1: 2 the slide was immersed in ether for 
three to five minutes in order to extract 
fat and then allowed to dry. Next it was 
stained with Sterling’s gentian violet,’ 
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washed in water, decolorized with acid aleo. 
hol and examined microscopically. In the 
nine cases in which hairs were not seen on 
preliminary examination, cornified cells 
were found readily by this method. The re. 
maining 91 smears were then similarly 
stained and cornified cells were easily dem- 
onstrated to be present in each one. This 
emphasizes the practical simplicity of the 
test. 

During the period from January 1937 to 
June 1946, 23 cases of suspected intestinal 
atresia in the newborn were recorded in this 
hospital. Farber’s test had not been done in 
any of these. Since June 1946 there have 
been 24 patients in which the question of 
patency of the intestinal tract has arisen. 
Because of increased local interest in Far- 
ber’s test, it was used in 22 of the latter 
group. 

Comparison between these two groups is 
of interest. In both periods there was an ob- 
vious tendency to rely primarily on radiog- 
raphy as a means of diagnosis. That this 
faith is not always justified is shown by 
table 1. 


TABLE 1 
ACCURACY OF DIAGNOSIS RELATED TO 
TESTS EMPLOYED 

Number 

with 
Number with Number with Correct 
Farber’s test Radiography Diagnosis 

None 17 7 


Total Number 
Patients 

Group I (1937-1946) 

23 Patients 

Group II (1946-1947) 22 15. 23 

24 Patients 


These figures, moreover, demonstrate 
that when Farber’s test was employed and 
carefully interpreted in relation to other 
findings, accuracy of diagnosis was greatly 
increased. 

Several individuals from the earlier se- 
ries deserve mention because they illus- 
trate how Farber’s test might have yielded 
information not obtainable in any other 


fashion. 
CASE NO. 1 

A white male infant, one day of age, began to 
vomit after feedings and to have abdominal dis- 
tention. A barium meal was given, and it was 
noted that the barium churned up and down in the 
descending portion of the duodenum before passing. 
On this basis a preoperative diagnosis was made 
of partial duodenal obstruction due to adhesive 
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bands. At operation, malrotation was found to- 
gether with volvulus of the small gut; there was 
no infarction. Adhesions around the duodenum 
were released, malrotation and volvulus were cor- 
rected. Four days later the child died; necropsy 
revealed two atretic areas in the jejunum. Had 
Farber’s test been done, such a situation might 
have been suspected and the outcome altered. 
CASE NO. 2 

A colored male infant began to vomit feedings 
and became distended on the second day of life. 
Diagnostic workup included plain films of the ab- 
domen, which showed laddering of the gut and 
gas-filled loops, leading to a diagnosis of jejunal 
atresia. Slight infection of the umbilicus was 
noted but was not considered remarkable. At oper- 
ation generalized peritonitis secondary to omphal- 
itis was discovered, but there was no atresia pres- 
ent. This was confirmed by postmortem examina- 
tion. Here the diagnosis of atresia could have been 
ruled out by Farber’s test and further consider- 
ation of the umbilical infection might have led 
to the correct conclusion earlier. 

CASE NO. 3 

A colored female infant at two days of age 
began to have continued vomiting after feedings, 
with gastric distention and retention. Stools were 
found to contain bile. A diagnosis of atresia of the 
duodenum was made; at operation the atresia was 
found one centimeter distal to the pylorus. With 
presence of bile in the stool, a negative Farber’s 
test in this case could have predicted the exact 


location of this lesion. 
CASE NO. 4 


A six day old colored male infant was admitted 
with a history of vomiting every feeding and of 
having passed no fecal matter since shortly after 
birth. There was complete gastric retention after 
four hours. A diagnosis of pyloric stenosis was 
made; operation was delayed while atropine, 
thickened feedings and other medical management 
were tried. The baby died and postmortem ex- 
amination showed not only hypertrophy of the 
pylorus but associated duodenal atresia. A nega- 
tive Farber’s test would have predicted the futility 
of medical management. 

During the short span of time covered 
by the second group of cases the personnel 
in charge of newborn infants were especial- 
ly alert for any early symptoms or signs 
which might point to congenital gut defects. 
As a result, more abnormalities were sus- 
pected than were actually encountered. Be- 
cause of variable abdominal distention, re- 
gurgitation of feedings, or difficulties in 
nursing, such suspicions were carefully in- 
vestigated for twelve infants. In each of 
these, Farber’s test was done, hairs and 
cells were found, and congenital atresia was 
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thereby excluded. Further investigation re- 
vealed other causes for the symptoms and 
operation was not performed. Five patients 
had multiple obvious external congenital de- 
fects at the time of birth and Farber’s test 
was performed to rule out associated atre- 
sia before feeding was begun. 


In three cases of esophageal atresia with 
tracheoesophageal fistula, the test proved 
valuable for excluding associated lower 
atretic anomalies. In the majority of such 
infants the esophagus connects with the 
trachea just distal to the blind esophageal 
pouch, so that hairs and cells from amnio- 
tic fluid easily gain access to the gut. Such 
a connection is best determined by demon- 
strating air in the stomach roentgenolo- 
gically. The presence of air in the stomach 
in the absence of hairs and cells from the 
meconium strongly suggests intestinal atre- 
sia as an associated anomaly. Hairs and 
cells were present in the meconium of these 
three patients and the esophageal operation 
was undertaken. 

Three cases of intestinal atresia were 
encountered in which hairs and cells were 
not found in the meconium preoperatively. 
In one of these, an additional use for Far- 
ber’s test was found. Serial postoperative 
examination of meconium stools revealed 
the presence of cells. Thus, during the im- 
mediate postoperative period, when oral 
feeding of dyes or other marker-substances 
was undesirable, it was possible to be sure 
that no areas of atresia had been overlooked 
and that bowel continuity had been estab- 
lished. 

In one infant a clinical diagnosis of sepsis 
of the newborn was made and Farber’s 
test was omitted (see table 1). At necropsy, 
in addition to sepsis and peritonitis, con- 
genital malrotation of the gut and a duo- 
denal diaphragm were found. With Far- 
ber’s test such a condition might have been 
suspected and successfully attacked surgi- 
cally. 

In the initial group of 23 cases, there was 
a remarkable preoccupation with radiog- 
raphy as the single most important means 
of diagnosis. In many published accounts 
of intestinal atresia, Farber’s test is al- 
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luded to in the discussion but it is infre- 
quently included as a preoperative diag- 
nostic procedure.* 
CONCLUSIONS 

1. Cornified epithelial cells were invari- 
ably present in meconium of one hundred 
normal newborn infants. Lanugo hairs were 
found in 91 per cent of unstained meconium 
smears. The presence of lanugo hairs and 
epithelial cells in meconium is evidence of 
continuous patency of the intestinal tract. 

2. This simple examination (Farber’s 
test) should be carried out routinely within 
the first 48 hours of life when there is any 
suspicion of gastrointestinal dysfunction. 
When the results are correlated with symp- 
toms, physical signs, and roentgenologic 
findings in a given case, accuracy of diag- 
nosis can be materially increased. 
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Our interest in amebiasis was aroused by 
the frequency with which it has been en- 
countered among children presenting bi- 
zarre and equivocal symptomatology. Seven- 
ty-three examples of infection with cysts of 
Endomaeba histolytica were recently identi- 
fied during a period of less than four 
months in routine office practice. Recogni- 
tion of such common occurrence among chil- 
dren “not quite well but not really sick” 
should make the practitioner more alert to 
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the possibility that he is dealing with ame. 
biasis, and cause him to be diligent in ap. 
propriate diagnostic and therapeutic pro. 
cedures. 

In this infection, as in many others com- 
mon in the young, remote effects and re. 
flections in other body systems are the 
rule; among these 73 patients, there were 
but seven instances of mild dysentery, and 
only a few more had diarrhea of any sig. 
nificant degree. Symptoms are generally 
far more suggestive of a low grade sys- 
temic infection than of isolated intestinal 
disease. Three brief protocols will serve to 
illustrate disturbances which have come to 
arouse our suspicions; cysts of Endamoeba 
histolytica were recovered from each of 
these children as a routine procedure, and 
therapy accomplished relief of the peculiar 
symptoms, roughly coinciding with disap- 
pearance of parasites from the feces. 

CASE NO. 1 

L. M. A., a white girl of 3 years, had been under 
our care from the time of birth, and aside from 
occasional mild respiratory infections had always 
been well. Together with mild constipation, the 
parents now noted that the child had a capricious 
appetite, and that her disposition had changed. 
She seemed unusually irritable, cross, and difficult 
to manage; she did not enjoy the company of 
others, and had frequent temper tantrums. Ex- 
amination showed little other than a peculiar con- 
plexion reminiscent of fading suntan, slight en- 
largement and tenderness of the liver. 

CASE NO. 2 

M. L., a white boy of 18 months, was brought to 
the office because of recent unexplained poor 
appetite and restless sleep. He was wilful and 
highstrung, with seemingly inexhaustible nervous 
energy, appeared to delight in defiant misbehavior 
and “baiting” of adults. Particularly distressing 
to the parents was the child’s unaccustomed poor 
appetite and behavior at mealtime; he took par- 
ticular delight in refusing morsels he had begged 
for only a short time before. He indicated the 
presence of transitory but apparently real abdon- 
inal pains. These were often severe enough to 
awaken him from a sound sleep or disturb play 
activities he otherwise enjoyed. These pains could 
not be localized by the child or his parents. While 
his usual mild constipation did not seem to be 
affected appreciably by laxative foods or simple 
medications, close questioning indicated that he 
had occasional loose mucoid stools, at times even 
blood-streaked. Complete examination revealed 
only a peculiar muddy complexion of the skin, 
moderate enlargement and tenderness of the liver; 
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the sclerae and mucosae appeared entirely normal. 
CASE NO. 3 

M. G., a white boy of 3 years suddenly developed 
mild convulsive seizures which did not fit any 
recognized pattern. There had been no epilepsy or 
degenerative disease in the family. Appetite had 
been poor recently, and the child had had occa- 
sional diarrheic stools interrupting a commoner 
tendency to slight constipation. From his usual 
sunny, cheerful, outgoing behavior, he had become 
a sullen and retiring child. Physical examination 
demonstrated only a peculiar sallow complexion, 
together with a moderately enlarged and tender 
liver. 

Aside from demonstrating cysts of En- 
damoeba histolytica in the fecal examina- 
tions, routine laboratory studies failed to 
reveal significant abnormalities; urinalyses 
and hemograms showed nothing unusual, 
serologic tests for syphilis were negative, 
and no abnormalities in the cephalin- 
cholesterol flocculation reaction were en- 
countered. 

In only one of these children, bowel dis- 
turbances had seemed noteworthy to the 
parents. All, however, had changes in bowel 
habits, behavior and customary disposition. 


Abdominal pain dominated the clinical pic- 
ture in one child, convulsive seizures in the 
other. In contrast to the varying complaints 
for which these children were brought to 
us, the meagre physical findings were es- 


sentially similar. Changes after specific 
therapy for amebic parasites were re- 
markable. 

The general features common to all 73 
of these children included changes in appe- 
tite, established bowel habits, and person- 
ality. Many exhibited disturbed restless 
sleep, some had occasional diarrheic or loose 
stools, and in only a few (no more than 
three) was mucus or blood noted grossly. 
Nausea, vomiting, low grade fever, head- 
aches insatiable appetite, increased fatigu- 
ability, weakness, and frequent colds ap- 
peared commonly in the listed complaints 
of parents. Abnormal pigmentation of the 
skin and equivocal tenderness of a slightly 
enlarged liver were frequently noted. All 
of these children were white; 35 were girls 
and 38 were boys. Three patients were en- 
countered before the first birthday, nine 
were in their second year, 36 were between 


two and six years, and the other 25 ranged 
in age from six to 12 years. 

Justification for this brief review of com- 
plaints so ordinarily considered protean 
lies in the fact that they existed together 
in patterns so variable as to defy orderly 
correlation. Only three conclusions seem 
warranted at present: 

1. Alterations in accustomed personality, 
appetite, and bowel habits were invariably 
present. 

2. A peculiar, though seemingly charac- 
teristic “fading suntan” complexion to- 
gether with a slightly enlarged and tender 
liver constituted the only distinctive physi- 
cal signs common enough to be noteworthy. 

3. Complaints and abnormal physical 


signs subsided promptly with appropriate 


therapy. 

We might add that there is need for 
clarifying further the cause and effect re- 
lationships of this disease in children, and 
that it deserves serious consideration when 
the diagnostician is faced with a puzzling 
hodge-podge of complaints that don’t seem 
to fit together. 

DISCUSSION 

Dr. D’Antoni: Enlargement of the liver is an 
important manifestation of amebiasis in children; 
its rapid subsidence following therapy with non- 
absorbed amebicidal agents suggests that it is 
relatively rarely caused by intrahepatic growth of 
the parasites, but rather represents a transient 
toxic hepatitis. In adults, on the other hand, such 
hepatomegaly together with cysts of endamoeba 
histolytica in the stools would warrant a diagnosis 
of true amebic hepatitis. I have not any satisfac- 
tory explanation for the peculiar discoloration of 
the skin noted in many of these children, and have 
been particularly impressed with striking changes 
in personality and behavior coinciding with insti- 
tution of therapy. 

Not more than 20 per cent of all cases can be 
identified by examining normally passed stools; 
material secured after purgation and by sigmoido- 
scopy is far more satisfactory. We use a well 
buffered and highly effective saline purgative, and 
repeat sigmoidoscopy if the first examination is 
not conclusive. 

In practically every family checked to discover 
the source of infection for these children, at least 
one adult in the household was found to harbor 
the parasite. Our studies suggest that it requires 
about six months of intimate contact for infection 
to become established in a new individual. 

With any form of therapy, cures by our usual 
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laboratory criteria are notoriously difficult to at- 
tain in young subjects such as these. Because of 
their low toxicity, I have long favored the use of 
non-absorbed iodine preparations for children. We 
now give Diodoquin, which contains 63.9 per cent 
iodine, in full adult dosage to all children who 
weigh more than thirty pounds; we have no fear 
of toxicity with this schedule, comprising three 
tablets (3.2 grains each) three times daily for 
twenty days. 

Dr. Webb: I think the authors have rendered a 
valuable service in pointing out the frequency of 
amebiasis in children and emphasizing its bizarre 
symptomatology, in which diarrhea is so often 
lacking. I do not believe we have encountered any 
proved examples of amebic abscess, which must 
be rare in young patients. Does ulceration of the 
intestinal tract occur very often? 

Dr. D’Antoni: We do not expect it unless there 
is diarrhea; with rectosigmoidal amebiasis diar- 
rhea usually occurs, and in a few such cases we 
have seen mild ulcerative lesions. If suspicion of 
amebiasis awaits the appearance of diarrhea, about 
75 per cent of the cases will be missed. 

Dr. Sanders: 
well? 

Dr. D’Antoni: When there is no longer an infec- 
tion in the intestinal tract; though clinical im- 
provement begins rather promptly after therapy 
is begun, the patient is not considered to be cured 
until the diagnostic routine I described has yielded 
negative results three times over a period of six 
months. 


When do you call your patient 


A FAMILY OUTBREAK OF LEAD POI- 
SONING FROM STORAGE BATTERY 
CASINGS 


DAVID SPIZER, M.D.+ 
NEW ORLEANS 





Lead poisoning has been recognized for 
years as an important pediatric and public 
health problem. Laws prohibiting the use 
of lead paint on toys and cribs have been 
followed by a sharp decline in prevalence. 
Other sources of lead intoxication in chil- 
dren still exist, however, and the following 
cases illustrate one of these. 

The household consisted of a colored 
family of six who lived in the country in a 
one room shack with a stove and an open 
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fire-place in the room. Water was obtained 
from a deep well. The father, aged 30, the 
mother, 24 years old, and four children, 
twins, a boy and a girl three years old, a 
girl of two years and a boy of one year, all 
were in good health before this episode. The 
family income was limited. 


The children were breast fed for eight 
to nine months and had fairly good diets, 
Growth and development were normal and 
there was no history of pica. Previous ill- 
nesses had been limited to occasional, some- 
times bloody, bouts of diarrhea and occa- 
sional brief febrile illnesses. No insect or 
rat poison had been used in the house and 
the parents were sure the children had had 
no other access to poison. The family dog 
went mad four weeks before the children 
became ill but had not bitten any of the 
children. The child that died and the one 
year old child had not played with the dog, 
but the others had. The father shot the dog 
but the head was not examined. 


CASE NO 1 

J. W., the 23 months old female, was brought to 
a private physician in Baton Rouge, Louisiana, on 
December 12, 1946, because of convulsions. The 
child was first noted to be ill three days previously, 
the chief symptoms being coryza and diarrhea. On 
December 11, the day before she was taken to the 
physician, she seemed to be very nervous, lethargic, 
weak, could not hold objects in her hands, and had 
several convulsions. At the time the physician ex- 
amined the child, she had a temperature of 105.4’. 
Respirations were 65 and she was having severe 
convulsions. The patient was immediately referred 
to a local hospital but died on admission there. No 
information was available on physical or labora- 
tory findings at that hospital. 


CASES NO. 2 AND 3 

Bobby W. and Betty J. W., the 3 year old twins, 
had almost identical stories. They were brought to 
Charity Hospital at New Orleans on December 13, 
1946, the day after the death of the younger sister, 
chiefly because of this fact. The complaints at this 
time were limited to drowsiness, anorexia, irritabil- 
ity, and mild diarrhea, all of two days’ duration. 

On admission neither child had fever, the tem- 
peratures being 98.0° and 98.4°. Physical examina- 
tion of both children revealed no abnormalities, 
other than the drowsiness and irritability. There 
was no papilledema, stiffness of the neck or other 
signs of disorder of the nervous system. 


Because of the familial character of the out- 
break and the history of diarrhea, the tentative 
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TABLE 1 
LABORATORY DATA 


Betty J. W. 
3 years 


Bobby W. 
3 years 


Smiley W. 
11 months 
BLOOD 
RBC 3,350,000 
Hgb. 9.0 gms. 11.2 gms. 10 gms. 
WBC 10,500 12,900 5,850 
PMN 39 49 55 
L 57 45 38 
M 1 0 3 
E 3 6 4 
SMEAR Basophilic stippling present, Basophilic stippling 
3 to 4 per high power field. present, but rare. 


4,900,000 3,830,000 


URINE Completely negative except for one plus reduction of Benedict’s, which 


disappeared in all three cases on second examination. 
SEROLOGIC TEST 
FOR SYPHILIS 
BLOOD SUGAR 89 78 
SPINAL FLUID 


Negative Negative Negative 


Clear 

Pressure 100 mg. 
No cells 

Protein 50 mg. 
Sugar 133 mg. 
Chloride 708 mg. 


X-RAY OF 
LONG BONES 


diagnosis at admission was possible shigellosis. 
The laboratory data in these two children and 
the younger child are summarized in table 1. 


With the discovery of stippled red blood cells 
the diagnosis of lead poisoning came to the fore. 
Further confirmation was obtained from the x-ray 
findings. 

Because of the absence of serious symptoms in 
the children the need for immediate treatment as 
soon as lead poisoning was suspected was not ap- 
preciated. Three days after admission, however, 
Betty J. W. had a generalized convulsion lasting 
five minutes and followed by cyanosis. A second 
convulsion of the same duration appeared an hour 
later. There were no further convulsions subse- 
quently. Phenobarbital, 30 mgms., was given for 
sedation. 

Treatment directed at immobilizing the lead was 
begun promptly after the convulsion. The children 
were given a high calcium diet with a high phos- 
phorus to calcium ratio. This included a quart of 
milk a day. Vitamin D was given in the form of 
calciferol, 5000 units daily. The children also re- 
ceived calcium lactate 0.65 grams t.i.d. and sodium 
citrate 2 grams t.i.d. 


The other child never had any convulsions. The 
drowsiness and irritability improved steadily in 


All three cases showed marked linear increase in density in metaphysis 
adjacent to epiphyseal line. 


both children and were completely absent 12 days 
after admission. They were discharged, apparently 
in good health, on December 28 after a total hos- 
pital stay of 15 days. 

CASE NO 4 

Smiley W., the 11 month old male, actually was 
the first in the family to become ill. The onset 
had been on December 8 with fever, irritability, 
vomiting, and diarrhea. He had ten to twelve 
watery bowel movements per day which contained 
quantities of mucus but no blood. Fever and diar- 
rhea persisted until December 12, when he was 
hospitalized in Baton Rouge, Louisiana, chiefly 
because his sister had died that day. The patient 
had a convulsion the following day, but vomiting 
and diarrhea ceased in the hospital. He continued 
to be very irritable, however, and required sedation. 
A spinal tap was negative except for a slight eleva- 
tion of pressure. No further laboratory data were 
available. 

He was referred to Charity Hospital at New 
Orleans on December 18, after a diagnosis of lead 
poisoning had been made for the other children. 
The only positive findings at this time were marked 
irritability and pallor. There was no papilledema. 

His treatment was essentially the same as that 
for his older siblings but sedation had to be car- 
ried out for a longer period of time because of his 
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marked irritability. No convulsions appeared in 
this hospital and his improvement was steady. He, 
too, was discharged on December 28, apparently 
in good health, after a total hospital stay of ten 
days. 

COMMENT 

The first clue to correct diagnosis in 
these cases was the finding of generalized 
stippling of the red blood cells. Credit for 
making this finding goes to a third year 
student who reported it promptly to the 
house physician. With the probability that 
the children were suffering from lead poi- 
soning in mind, the parents were queried 
further regarding possible sources of the 
metal. No painting had been done in the 
house, there was no use of any pipe for 
drinking water, the children had no lead 
toys, and they did not chew on the furni- 
ture. Specific inquiry was then made re- 
garding the fuel used in the fireplace and 
stove and it came to light that storage bat- 
tery casings were being used almost exclu- 
sively. The father stated that they had 
used casings occasionally during the past 
three years when they could not obtain 
wood, but not for more than a day or two 
at atime. However, this winter they were 
unable to obtain wood and casings alone 
were burned for three consecutive weeks. 
The casings were burned in a wood stove in 
the room in which the children slept. Un- 
fortunately no smears were made of the 
parents’ blood but they had no symptoms 
of lead intoxication. 

The first report of an epidemic of lead 
poisoning from the burning of battery cas- 
ings was made by Williams, Schulz, Roth- 
child, Brown, and Smith! in 1933. They 
described 40 cases which occurred in poor 
homes in the city of Baltimore within a 
period of two months. Investigation dis- 
closed that intermittent lead poisoning had 
begun to occur in the winter of 1930-31, 
when, with the economic depression reach- 
ing new low levels, junk dealers allowed 
poor persons to secure, free or at small cost, 
the casings of discarded storage batteries 
for fuel. These casings, which carried a 
considerable deposit of lead salts, burned 
freely and were an excellent source of heat, 
despite the penetrating and unpleasant odor 
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produced. It is interesting to note that the 
original suggestion that storage battery 
casings might be at fault came from the 
uncle living in the house where the first 
child case was discovered. Cooperative 
public health educational efforts as a re. 
sult of this epidemic apparently resulted in 
essentially eliminating the hazard in Balti. 
more. Several other cities took heed at the 
time and also carried on educational cam. 
paigns concerning this danger. 


Other series of cases* * of lead poisoning 
from this source have been reported and it 
has been emphasized by Bourne,‘ particu- 
larly, that increased prevalence among ne- 
groes was probably due to their generally 
lower economic status. 


A point of interest is the high propor- 
tion of children among all the series re- 
ported. At least two explanations are of- 
fered—one that children are in the house 
more than adults and therefore have quan- 
titatively greater exposure, and the other, 
that there is proportionally greater absorp- 
tion in children of inhaled lead fumes. Mce- 
Khann® cites animal experimentation to 
support the thesis that the young of a spe- 
cies are more susceptible to lead intoxica- 
tion than adults. Whatever the explanation, 
the greater incidence in children justifies 
extra precautions and continued educational 
efforts to prevent a serious and often fatal 
disease. 

SUMMARY 


1. The source of four cases of lead poi- 
soning in one family was found to be the 
use of storage battery casings as fuel. 

2. One patient died and the other three 
children had evidence of lead encephalo- 
pathy manifested by convulsions in two and 
irritability and drowsiness in one. 
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PEDIATRIC PROGRESS IN LOUISIANA 


Prominent among developments in this 
specialty during the past twelve months 
was the formal reactivation of the Louis- 
iana State Pediatric Society. Members 
have contributed generously to the annual 
program of the State Medical Society, as 
attested by a number of articles included 
in this issue. The group has met on two 
other occasions and has recently decided to 
hold regular meetings quarterly hereafter. 
An excellent program has already been 
planned for the next annual session at 
Monroe. 
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Dr. Sidney S. Chipman has recently come 
to Louisiana to serve as a member of the 
Pediatric staff at Louisiana State Univer- 
sity Medical School and as pediatric con- 
sultant for the State Health Department. 
Both Tulane and L. 8S. U. Medical Schools 
are conducting many postgraduate activi- 
ties, and at present have twenty-one gradu- 
ate physicians enrolled as residents at Char- 
ity Hospital or as departmental fellows in 
training for completion of specialty Board 
requirements. 

Through the cooperation of the State 
Health Department, the United States Chil- 
dren’s Bureau, and the Board of Adminis- 
trators of Charity Hospital, funds have 
been secured to permit expansion of facili- 
ties for care of premature infants. New 
construction, additional personnel and 
equipment bid fair to make this revised unit 
at Charity Hospital in New Orleans one of 
the largest and finest of its kind anywhere. 
An integral part of the program here is a 
plan for establishing a training center for 
graduate physicians and nurses. It is an- 
ticipated that teaching and research activi- 
ties will lead directly to important advances 
in methods of caring for premature infants. 

A new pediatric division at Hotel Dieu 
was formally dedicated on March 18, 1947, 
incorporating complete facilities for the 
care of 43 infants and children. On Octo- 
ber 15, a pediatric ward was added at Foun- 
dation Hospital. A new pediatric wing is 
included in the Baton Rouge General Hos- 
pital now under construction; in the same 
city there are increased facilities for the 
care of children in the new Lady of the 
Lake Sanitarium. Appropriations have 
been made for establishing a special school 
for educable victims of spastic paralysis at 
Alexandria; this facility is now ready to re- 
ceive its first pupils. 


Collection of data for the Study of Child 
Health Services, sponsored by the American 
Academy of Pediatrics, is practically com- 
plete for Louisiana. We all owe a debt of 
gratitude to Dr. Clarence Webb, State 
Chairman for this study, to Dr. Verre Simp- 
son, who served as Executive Secretary, 
and to numerous organizations and indi- 
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viduals interested in child welfare, without 
whose vigorous support this difficult proj- 
ect could not have been completed. Analy- 
sis of all schedules is now in progress, and 
Dr. Webb has appointed an Action Commit- 
tee to interpret results and make specific 
critical recommendations. Their reports 
should appear in this Journal during the 
next few months. 

Space does not permit a complete review 
of progress in pediatrics here; the forego- 
ing brief notes serve only to point out a 
few praiseworthy activities which illustrate 
prevailing progressive attitude of workers 
in this field. Accomplishments within such 
a brief period augur well for the future of 
our state’s richest natural resources—its in- 
fants and children. 


ra’ 
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NEONATAL DEATHS 


Careful pathologic study of causes for 
death in prematurely born infants is the 
keystone on which effective clinical pro- 
grams to reduce unnecessarily high mor- 
tality rates may be based. Conscientious 
investigators now have serious qualms 
about accepting prematurity alone as an 
adequate explanation for death. Continued 
improvement in survival rates for these 
small infants attests the fallacy of many 
empirically drawn criteria used to differ- 
entiate the premature from the mature in- 
fant or the previable from the viable fetus. 
There is general agreement that no fool- 
proof criteria exist for such differentia- 
tions. Still, in all parts of the country, 
“prematurity” alone often appears— and 
is ordinarily accepted—as an adequate 
cause of death. Certainly, incomplete de- 
velopment is an important contributory fac- 
tor, but in the majority, specific lesions can 
be disclosed. Failure to discover adequate 
anatomic bases for death in about 10 per 
cent of mature newborns tempts no one to 
inscribe “mature infant” as a cause on 
death certificates. Continuance of the prac- 
tice of eonsidering prematurity as more 
than a contributory factor calls to mind the 
classical head-in-sand performance of the 
ostrich. 

Were it possible to carry out complete 
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studies of all deaths among premature ip. 
fants in the meticulous manner reported by 
Dr. Arey in this issue, there is no doubt 
that many fatalities now listed under “pre. 
maturity” or “cause undiagnosed” would 
be properly classified. Such studies as his 
should serve as a real stimulus for improv- 
ing all aspects of our current programs di- 
rected at reduction of mortality among pre- 
mature infants. We are in agreement with 
Potter, that at least 40 per cent of neonatal 
deaths are preventable on the basis of pres- 
ent knowledge—further knowledge and im- 
proved facilities can be expected to increase 
this percentage. This in turn depends on 
more interest and more support of more 
people in more healthy infants. Prevailing 
high death rates among our smallest citi- 
zens are not necessarily inevitable. 


ty. 
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BEHAVIOR DISORDERS AND 
PHYSICAL DISEASE 


Conduct disturbances are among the most 


common problems encountered by physi- 
cians who care for children. Their occur- 
rence in the presence of physical disease 
is well recognized and the interesting re- 
port by Loeber and D’Antoni in this issue 
provides another apt illustration of this 
association. 


It is important to bear in mind, however, 
that the genesis of such behavior disorders, 
mild or severe, is not easily explained. 
Those who are interested in phychosomatic 
medicine have repeatedly noted that psy- 
chic disorders both in children and adults 
disappeared after cure of physical disease, 
and, vice versa, that elimination of under- 
lying psychic disturbances often resulted 
in disappearance of symptoms suggesting 
physical disease. It should not be inferred, 
therefore, that the occurrence of behavior 
disorders in children with amebiasis neces- 
sarily implies a specific causal relation. 
Parents who have been worried about 4 
child’s behavior, and whose worries in turn 
accentuate the behavior disturbances, may 
derive more psychologic benefit from being 
told that a definite diagnosis of physical 
disease has been made than from spe- 
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cific drug therapy given to the child. 
In an area of the country where para- 
sitic infections are common and often quite 
symptomless, it is extremely difficult to 
relate minor changes in symptoms to pres- 
ence or elimination of particular parasites. 


— . ' 
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The need for controlled studies to elucidate 
this relationship further is emphasized by 


the high prevalence of infection with cysts 
of Endamoeba histolytica 
shown by these authors. 


in children, 





ORGANIZATION SECTION 


The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contrib- 
ute to the understanding and fortification of our Society. 


An informed profession should be a wise one. 


ANNUAL REPORT OF COMMITTEE 
ON RURAL HEALTH 


Our Rural Health Committee is now in 
its third year and has been very active since 
its formation, three members of which at- 
tended meetings in Chicago. 

Several meetings have been held with 
members of Rural Health Committee of 
the Farm Bureau in Louisiana and there 
has been organized an advisory council to 
the Farm Bureau, which council is com- 
posed of the following organizations. 

Louisiana State Medical Society. 

Louisiana State Medical Auxiliary. 

Louisiana State Dental Society. 

Louisiana State Department of Public 

Welfare. 

Louisiana State Department of Educa- 

tion. 

Louisiana State Board of Health. 

Louisiana Parent-Teachers Association. 

Louisiana Federation of Women’s Clubs. 

Louisiana Tuberculosis Association. 

Louisiana Cancer Society (Division of 

American Cancer Society). 

Louisiana Society for Crippled Children. 

Louisiana Farm Home Administration. 

Louisiana Agricultural Extension 

Service. 

Blue Cross Association. 

Louisiana Physician’s Service. 

Louisiana State Nurses Association. 

Louisiana Home Demonstration Council. 

Louisiana Hospital Association. 

Louisiana Press Association. 

Louisiana Department of Institutions. 

Louisiana Experiment Station. 


Associated Women of Louisiana Farm 
Bureau. 

Louisiana Conference of Social Welfare. 

Louisiana Farm Bureau. 

Other statewide organizations or agen- 
cies which have a direct interest in rural 
health may be elected to membership by a 
vote of a majority of the members of the 
council. 

Members at large may be elected by a 
majority vote of the members of the 
council. 

A meeting was held in Baton Rouge June 
22. Constitution and by-laws were drafted, 
in which the purpose is stated as follows: 


“Tt shall be the purpose of the council 
to discuss problems relating to the health 
of the rural people of Louisiana, to pre- 
pare recommendations for the betterment 
of rural health as can be agreed upon by 
a majority of the members present at reg- 
ular or special meetings, to advise and make 
recommendations to the Board of Directors 
of the Louisiana Farm Bureau with regard 
to their policies and programs for the bet- 
terment of rural health, and to sponsor the 
organization of local health councils.” 

At the State Medical Society meeting 
Mrs. T. R. Tomlinson, Chairman of Rural 
Health of Farm Bureau, was present and 
addressed the House of Delegates. 

On Sunday, July 13 the American Acad- 
emy of General Practice of Louisiana was 
organized. Dr. J. P. Sanders, a member of 
the Louisiana Rural Health Committee 
was elected president. Dr. Guy Jones was 
elected president-elect, Dr. D. B. Barber, 
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vice president and Dr. M. C. Wiginton a 
member of the Board of Directors. 

The Louisiana State Medical Society has 
organized the Blue Shield Insurance Plan 
which is working with Blue Cross, and is 
now being offered to the rural areas. 

A survey has been made in Louisiana of 
the hospital facilities of the state in con- 
formity with requirements of the Hill-Bur- 
ton Bill. 

Assurance has been obtained that the 
medical schools in Louisiana will advocate 
a course in general practice and our hos- 
pitals will offer residencies in general prac- 
tice which we hope will promote more and 
better general practitioners for rural 
areas. 

On October 23 and 24 there was held in 
New Orleans the Southern Regional Con- 
ference of the American Medical Associa- 
tion Council on Medical Service. The Com- 
mittee on Rural Health attended and on the 
night of the 23rd a banquet was held for 
found table discussion on Rural Health. 
This was well attended. 


Respectfully submitted, 
Guy R. Jones, M. D., A. A. G. P. 
Chairman, Committee on Rural Health 


a 
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REGIONAL CONFERENCE OPPOSES 
PROPOSED CONTROL OF MEDICINE 
BY GOVERNMENT 


Keynoting the Southern Regional Con- 
ference meeting held in New Orleans re- 
cently was the unanimous opposition of the 
medical profession to a federal program of 
socialized medicine. The two-day Southern 
Regional Conference was sponsored by the 
Council on Medical Service of the American 
Medical Associatidn in cooperation with 
the Council on Medical Service and Public 
Relations of the Louisiana State Medical 
Society. 

“We are bitterly opposed to the socializa- 
tion of medicine because in every country 
where the plan has been instituted it has 
brought an inferior grade of medical care,”’ 
Dr. George F. Lull, Secretary and General 
Manager of the AMA and former deputy 
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surgeon general of the U. S. Army, in. 
formed the conference. 


Dr. Lull said that through the institution 
of prepaid medical and surgical care plans 
in the country any government attempt at 
socialized medicine can be staved off. 


Dr. James McVay, conference chairman 
and chairman of the AMA’s Council on 
Medical Service, explained the purpose of 
the conference and stated, “The AMA does 
not fight proposals for socialized medicine, 
we merely promulgate other methods of 
medical care which have proven superior, 


“In voluntary prepayment plans such as 
the Louisiana Physicians Service, patients 
may choose their own doctor. A patient- 
physician relationship is firmly established. 
Under a federal program the patient would 
lose his identity. He would go to any doc- 
tor at a bureau. The patient would lose his 
individuality. 

“One of the primary purposes of the con- 
ference is to plan for prepaid medical care 
for everyone in the country through a 
method of budgeting medical expenses.” 

Both Drs. Lull and McVay praised the 
Hill-Burton program, which has made ex- 
tensive surveys into hospital and health 
facilities in U. S. rural and urban areas. 

Dr. McVay came to New Orleans from 
Kansas City and Dr. Lull from AMA head- 
quarters in Chicago. 

The conference fostered the interchange 
of ideas on Public Relations, Prepayment 
Medical and Surgical Care Plans, Indus- 
trial Health and Rural Health. 

The portion of the program devoted to 
Public Relations was headed by Henry 
Johnson, Public Relations Director for the 
Medical Society of Virginia. Five panel dis- 
cussants actively participated in the pub- 
lic relations program and presented papers 
and answered questions expounded by men- 
bers attending the conference. 

Dr. Charles R. Henry of Little Rock, 
Arkansas, was moderator for the portion 
of the conference devoted to the discussion 
of prepayment medical and surgical care 
plans. More than 65 plans are now spon- 
sored by either a state or county (parish) 
medical society, providing a medium where- 
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by more than seven million persons may 
prepay the cost of their anticipated medical 
bills. 

Inauguration of a medical school pro- 
gram on prevention and treatment of dis- 
eases related to atomic energy was urged 
by Dr. Jean Felton, health department 
superintendent at the University of Chicago 
laboratory at Oak Ridge, Tennessee, atomic 
bomb plant. Dr. Felton participated in the 
Industrial Health portion of the conference. 
Dr. Raymond Hussey of Detroit, vice- 
chairman of the AMA Industrial Health 
Council, was moderator at the Industrial 
Health session. 

The general practitioner was described 
as “the work horse of American Medicine” 
by Dr. J. Paul Jones of Camden, Alabama, 
member of the AMA’s Rural Medical Serv- 
ice Committee and moderator for the Rural 
Health portion of the conference program. 

Dr. Jones stressed the following as 
“pressing” rural health problems. 

1. Hospital facilities and health centers. 

2. Voluntary prepayment plans. 

3. Nursing needs of rural communities. 

4. Methods of bringing and holding doc- 

tors and dentists in rural areas. 

5. Health councils as an agency for pro- 

moting rural health. 

6. Medical care for low income groups. 

A rural health panel discussant, Dr. Wil- 
liam C. Chaney of Memphis, Tennessee, 
emphasized the fact that “People would 
like to see the physician a little more hu- 
man; human enough to come into their 
homes when they are seriously ill. After 
all, people can die at home,” he asserted. 

Turning to what he labeled as a serious 
problem facing the medical profession to- 
day, Dr. Chaney said: 

“The startling fact that our national 
government in 1946 spent $75,000,000 of 
the taxpayers’ money to spread propaganda 
favoring the government control of the 
practice of medicine should bring every 
Physician, dentist, pharmacist and nurse to 
his feet with the shocking realization that 
American medicine . . . may soon come to 
an end unless we do something about it.” 
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The conference was attended by delegates 
from Louisiana, Mississippi, Alabama, Ar- 
Kansas, Oklahoma, Tennessee and Texas. 

The Council on Medical Service and Pub- 
lic Relations of the State Society handled 
local arrangements for the conference. 
Members of the Council are: Dr. A. .V 
Friedrichs, Chairman; Dr. P. T. Talbot, 
Dr. Daniel J. Murphy, all of New Orleans; 
Dr. John G. Snelling of Monroe; Dr. O. B. 
Owens of Alexandria and Frank Lais, Jr., 
Executive Director, New Orleans. 


(). 
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STATE PREPAYMENT PLAN 
CELEBRATES FIRST 
ANNIVERSARY 


Louisiana Physicians Service celebrated 
its first anniversary on November 1. The 
first prepayment surgical and obstetrical 
care plan contracts issued by the company 
became effective November 1, 1946. 

During the past year the company has 
been able to enroll nearly 20,000 individ- 
uals. In the same period, 1,965 claims were 
serviced. In the servicing of these claims 
the plan has paid to doctors throughout 
Louisiana in excess of $95,000.00 in claims 
for services rendered to LPS subscribers 
and their dependents. 

Greatest utilization has been on the fol- 
lowing listed services: Tonsillectomy and 
adenoidectomy; obstetrics, appendectomy, 
hysterectomy, anesthesia and x-ray. 

The plan spreads the costs of medical 
care over a long period of time and among 
individuals through the application of the 
insurance principle. Through this medium 
a person can budget his anticipated medi- 
cal needs—his anticipated doctor bills by 
paying a small amount each month into a 
common fund on a prepayment and post- 
payment basis—just as he would purchase 
any tangible asset on a part-payment or 
installment basis. 

The subscriber may choose his own 
doctor and the doctor remains free of bu- 
reaucratic restrictions on his methods of 
treatment. It is anticipated that plans of 
this type throughout the nation will be an 
ally and instrument in the physicians’ 
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hands in preserving the practice of medi- 
cine as it is known today and will forever 
kill the threat of socialization of medicine. 

Dr. H. Whitney Boggs, Secretary-Treas- 
urer of the plan recently stated that “de- 
sires often are more expensive than needs. 
The doctor gets only 13 cents out of each 
dollar the public spends for health. The 
remainder goes to medicine manufacturers, 
leaders of health cults, druggists, hospitals 
and others.” 


Dr. Boggs pointed out that people spend 
more for cigarettes, cosmetics, liquor and 
other luxury items than for doctor bills. 
But because medical expenses come all at 


Orleans Parish Medical Society 


ence and are not always expected, many 
cannot pay them. More than 41 per cent 
of the population is in an income group 
which does not permit them to meet major 
doctor bills. 

The remaining problem remains for an 
all-out presentation of the plan to the gen. 
eral public throughout Louisiana. We re. 
quest that each physician take a personal 
interest in the presentation of his plan and 
encourage his patients to inquire about its 
protection. Within a few weeks printed ma- 
terial will be available and we ask that as 
many physicians as possible contact our 
office for a supply to be included in next 
mailing of monthly statements to patients. 





ray 
VU 


TRANSACTIONS OF ORLEANS PARISH MEDICAL SOCIETY 


December 8, Orleans Parish Medical 


8 p. m. 


Society 


December 9, Orleans Parish Radiological So- 
ciety, 7:30 p. m. 

Woman’s Auxiliary, Orleans Club, 
3 p. m. 

Touro Infirmary Staff, 8 p. m. 

Clinico-pathologic Conference, 
Touro Infirmary, 12 noon. 

Hotel Dieu Staff, 8 p. m. 

1.C.R.R. Hospital Staff, 12:30 p. m. 

Charity Hospital Medical Staff, 
8 p. m. 

Charity Hospital Surgical Staff, 
8 p. m. 

New Orleans Hospital Dispensary 
for Women and Children Staff, 
8 p. m. 


December 


December 


December 
December 


December 


December 


Veterans Administration Hospital 
Staff, 8 p. m. 

Lakeshore Hospital Staff, 8 p. m. 

DePaul Sanitarium Staff, 8 p. m. 

Baptist Hospital Staff, 8 p. m. 

Foundation Hospital Staff, 8 p. m. 

Board of Directors, Orleans Parish 
Medical Society, 8 p. m. 

Eye, Ear, Nose and Throat Staff, 
8 p. m. 

Mercy Hospital Staff, 8 p. m. 

Clinico-pathologic Conference, 
Touro Infirmary, 12 noon. 

Installation Meeting, Orleans Par- 
ish Medical Society, Jung Hotel, 
7:30 p. m. 


December 
December 
December 
January 
January 


January 


January 
January 


January 12, 


NEWS ITEMS 


The following members of the Society parti- 
cipated in the program of the Southern Psychiatrie 
Association in Birmingham, October 13-14: 

Dr. John W. Bick, Jr., spoke on the “Adjust- 
ment Problems in the Modern Woman”; Dr. Hun- 
ter Harris read a paper prepared by Dr. H. 0. 
Colomb on “The Transference Mechanism in Medi- 
cal Practice”; and Dr. Theo. A. Watters spoke on 
the “The Ego and the Eye.” 


Dr. Walter Otis, who also attended this meeting, 
was installed as vice-president of the organization. 


Dr. Theo. A. Watters recently attended the an- 
ual conference of the Menninger Foundation at 
Topeka, Kansas. Before returning to New Or 
leans, Dr. Watters visited the Winter Veterans 
Hospital, where the largest training program for 
psychiatrists in the world is going on—120 being 
trained at the present time. 


Dr. Ruth M. Shushan has just returned from 
New York where she was a member of the first 
elass in cytologic diagnosis of cancer, given by 
Dr. George Papanicolaou at Cornell University 
Medical College. 


Dr. Edmond Souchon was recently elected a fel- 
low in the International College of Surgeons. 


Dr. Charles L. Eshleman was elected president 
of the medical staff of Foundation hospital on 
September 26. Other officers elected were: Dr. 
A. Seldon Mann, vice-president; Dr. Robert ©. 
Lynch, secretary-treasurer; Drs. Thomas Findley, 
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L. §. Meriwether and I. Mims Gage, members of 
the executive committee. 


Dr. E. J. Richard was re-elected as head of the 
independent unit staff at Charity hospital on Sep- 
tember 24. Dr. Blaise Salatich was elected secre- 
tary. Heads of departments named were: Dr. F. 
F. Boyce, surgery; Dr. Adolph Jacobs, obstetrics; 
Dr. George Battalora, orthopedics; Dr. Monroe 
Wolf, urology, and Dr. J. Roeling-Hanley, ortho- 
rhinolaryngology. Three staff members named 
were: Drs. John F. Oakley, N. J. Tessitore and E. 
L. Zander. 
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The following officers of the Charity Hospital 
Visiting Staff were elected at the annual meeting 
of the Staff held October 2: Dr. P. H. Jones, Jr., 
president; Dr. J. D. Rives, vice-president; Dr. 
Nathan Polmer, secretary; Drs. John Oakley, Ed- 
gar Hull, Conrad Collins and E. J. Richard, mem- 
bers of the medical advisory committee. 


At a recent meeting of the Metairie Foundation 
Hospital Dr. Joel B. Gray was elected president 
of the staff. Other officers elected are as follows: 
Dr. Louis J. Gehbauer, vice-president; and Dr. 
Wallace C. Beil, secretary-treasurer. 
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CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Seciety 
East Baton Rouge 
Morehouse 
Orleans 
Ouachita 
Rapides 
Sabine 
Second District 
Shreveport 
Vernon 


RAPIDES PARISH MEDICAL SOCIETY 


The Rapides Parish Medical Society is cele- 
brating on January 10, 1948 their “Founders Day” 
by putting on a top-notch full day’s program under 
the name of “Founders Day Forum”. There are to 
be scientific papers beginning at 10:00 a. m., a 
luncheon at 12:15 p. m. and an afternoon session 
which will end at 4:30 p. m. Appearing on the 
program are some of the outstanding specialists 
and teachers on the staffs of Louisiana State 
University and Tulane medical faculties. In the 
evening the annual banquet will be held and the 
group will be addressed by an outstanding guest 
speaker. The Bentley Hotel, Alexandria, is the 
site for the all day program. 

Certainly the doctors of Rapides Parish and the 
members of the arrangement committee are to be 
congratulated on this unique and outstanding pro- 
gram. All members of the profession should make 
plans now to attend and take advantage of this 
scientific, cultural and social opportunity—a real 
red letter day in medical progress. 


SIXTH DISTRICT MEDICAL SOCIETY 


Members of the Sixth District Medical Society 
held their semi-annual meeting at East Louisiana 
State Hospital in Jackson, November 7. Members 


Date 
Second Wednesday of every month 
Second Tuesday of every month 
Second Monday of every month 
First Thursday of very month 
First Monday of every month 
First Wednesday of every month 
Third Thursday of every month 
First Tuesday of every month 
First Thursday of every month 


Place 
Baton Rouge 
Bastrop 
New Orleans 
Monroe 
Alexandria 


Shreveport 


present were guests of the Hospital at supper and 
then retired to a scientific program. 

Dr. Charles E. Sturm of the Hospital staff pre- 
sented a paper on shock therapy. Dr. Charles S. 
Holbrook of New Orleans spoke on statistics per- 
taining to shock therapy. Fractures of the elbow 
were discussed by Dr. I. L. George of Baton Rouge. 


NATIONAL CONFERENCE OF COUNTY 
MEDICAL SOCIETY OFFICERS 

The Grass Roots Conference of the National 
Conference of County Medical Society Officers, 
the purpose of which is to develop a working part- 
nership between the American Medical Association 
and all physicians, will be held at the Statler 
Hotel in Cleveland, Ohio on January 6. Subjects to 
be discussed are: 1. The General Practitioner; How 
to Create More of Them for the Future Need of 
the Country; 2. Upholding the Prestige of the Gen- 
eral Practitioner; 3. The General Practitioner and 
Community Leadership. Hotel reservations should 
be requested through Dr. David Chambers, Chair- 
man Hotel Committee (A.M.A.), 511 Terminal 
Tower, Cleveland 13, Ohio. 


SIXTH DISTRICT AMERICAN ACADEMY OF 
GENERAL PRACTITIONERS ORGANIZED 
An organization meeting of the American Acad- 

emy of General Practice in the Sixth District 
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was held November 7, at the East Louisiana State 
Hospital in Jackson. The meeting was held im- 
mediately preceding the semi-annual meeting of 
the Sixth District Medical Society. 

Officers elected by the group are as follows: Dr. 
M. C. Wiginton of Hammond, President; Dr. A. 
L. Lewis of Amite, Vice-President; Dr. Charles J. 
Wise of Angola, Secretary-Treasurer. Arrange- 
ments for the election of eight directors to the 
board of the Sixth District A.A.G.P. were com- 
pleted and the board is expected to function as 
such by the time of the next meeting. It is antici- 
pated that each organized medical society in the 
district will have one representative on the board. 

Dr. D. B. Barber of Alexandria, Vice-President 
of the State A.A.G.P. talked briefly on the benefits 
of the general practitioner becoming a member of 
his district organization. Dr. Joel Gray of New 
Orleans spoke on the Constitution and By-Laws. 
Dr. O. W. Topp, recently elected President of 
A.A.G.P. of the Seventh District, talked on the 
organization of that district. 

Dr. Wiginton reported approximately thirty 
members enrolled from the Sixth District. 


PUBLIC RELATIONS PROGRAM PLANNED 
BY SHREVEPORT SOCIETY 


Reports are that the Shreveport Medical Society 
through its Public Relations Committee expects to 
establish an active Public Relations program in 
the Shreveport area right after the first of the 
year. 

A luncheon meeting was recently held in Shreve- 
port to formulate tentative plans for the estab- 
lishment of the program in cooperation with the 
proposed Public Relations program of the State 
Society. Shreveporters interested in Public Rela- 
tions attending the meeting were: Dr. Jos. E. 
Heard, President of the local society, Dr. R. Den- 
man Crow, Dr. W. G. Wells, Dr. A. A. Herold, 
Dr. H. Whitney Boggs and two members of the 
Public Relations Committee, Dr. J. R. Stamper 
and Dr. J. P. Sanders. Mr. Frank Lais, Jr., Ex- 
ecutive Director of the Council on Medical Service 
and Public Relations, also attended and represented 
the Council. 

Mr. Lais advised the group that numerous pre- 
pared recordings are available from AMA head- 
quarters in addition to numerous other mediums 
of promoting public relations. He suggested the 
establishment of speaker bureaus in order that 
the doctor may present to the public his opposition 
to the socialization of medicine. Dr. Boggs advised 
the group that it was his belief that the Shreve- 
port Chamber of Commerce would assist in the 
presentation of their program. 


PREPAYMENT PLAN EXPLAINED 
TO SHREVEPORT AUXILIARY 


An open forum, sponsored by the Woman’s 


Auxiliary of the Shreveport Medical Society, was 
held recently in the State Exhibit Building jp 
Shreveport. Features, benefits and economics of g 
prepaid medical insurance plan were explained by 
three officers of Leuisiana Physicians Service: 
Dr. H. Whitney Boggs, Secretary-Treasurer, Dr, 
O. B. Owens, President, and Frank Lais, Jr., Ey. 
ecutive Director. 

Dr. Boggs said that medical economics involves 
persons in the low-income brackets, who have tp 
struggle to satisfy their economic wants. Econom. 
ics, he stressed, is a study of a person’s needs 
and/or his desires. By spreading financial risk, 
the prepaid medical plan makes it possible for 
persons to meet their medical obligations. 

Pointing out that Louisiana Physicians Service 
spreads medical costs over a long period of time 
and among individuals, the speakers declared that 
it provides low-cost service and that it is the 
answer to threats of socialized medicine. 

Dr. Owens asserted that over a long period of 
time, the medical profession has been threatened 
with the possibility of having forced upon it a 
federal bureaucratic control, or dictatorial sys- 
tem, of the distribution of medical care. Heeding 
this menace, the doctors of the nation have organ- 
ized their own plans, advocating free enterprise. 


NEWS ITEMS 

Dr. Robert A. Katz has returned from England 
and the Continent, where he has been for the past 
two months. While there, he reported on his re 
searches on arteriosclerosis. 

On November 2 and 3, he presented in Chicago, 
to the American Society for the Study of Arterio- 
sclerosis, two addresses: “The Status of Arterio- 
sclerosis in Europe” and “Intravenous Ether, a 
New Approach to the Therapy of Arteriosclerosis.” 


INTERNATIONAL COLLEGE OF SURGEONS 

At the Twelfth Assembly and Convocation of the 
United States Chapter, International College of 
Surgeons, held in Chicago on October 3, the follow- 
ing Louisiana doctors were among the 810 surgeons 
inducted into the College: 

FELLOWS: Peachy Ridgway Gilmer, M. D, 
Shreveport; John A. Hendrick, M. D., Shreveport; 
Claude A. LaRue, M. D., Shreveport; Frank C. 
Shute, Jr., M. D., Opelousas; Edmond Souchon, 
II, M. D., New Orleans; John Wm. Faulk, Sr., M. 
D., Crowley; Wilton’ Paul Duncan Tilly, Sr., M 
D., New Iberia. 

ASSOCIATES: Charles V. Hatchette, M. D, 
Lake Charles; William V. Garnier, M. D., Bastrop; 
Charles McVea, M. D., Baton Rouge; William 
Henry Roeling, M. D., New Orleans; William 
McGinty McBride, M. D., Alexandria. 

AFFILIATES: Jay W. Cummins,. M. D., Mot 
roe; Joseph A. Vella, M. D., New Orleans. 
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MATRICULATE: Richard Denman Crow, M. 
D., Shreveport. 


COLLEGE OF AMERICAN PATHOLOGISTS 


The first general meeting of the College of 
American Pathologists was held in Chicago on 
October 27. A dinner meeting was held at the 
Drake Hotel after which there was formal intro- 
duction of members of the College at a meeting 
in the John B. Murphy Memorial Auditorium. In- 
cluded were the following physicians from Louisi- 
ana: Dr. John L. Beven, Baton Rouge; Dr. Willis 
P. Butler, Shreveport; Drs. S. H. Colvin, Charles 
E. Dunlap, George H. Hauser, Russell L. Holman, 
Edwin H. Lawson, Aldea Maher, Emma §S. Moss 
and Phillip Pizzolato; all of New Orleans. 

The objects of this new organization are to (a) 
foster the highest standards in education, research, 
and the practice of pathology, (b) through study, 
education, and improvement of the economic as- 
pects of the practice of pathology to advance the 
science of pathology and to improve medical labora- 
tory service to physicians, to hospitals and to the 
public, (c) to maintain the dignity, precision and 
efficiency of the specialty of pathology for the 
service of the common good. 


SCIENTIFIC EXHIBIT AWARD 

Scientific exhibit, entitled “The Etiologic Agents 
of Mycotic Infections; Laboratory Methods of 
Identification and Classification” prepared by Drs. 
Albert L. McQuown and Emma S. Moss, of New 
Orleans, merited a silver medal at the 1947 meet- 
ing of The American Society of Clinical Path- 
ologists held in Chicago October 27-30. 


NATIONAL SOCIETY FOR THE PREVEN- 
TION OF BLINDNESS 

The National Society for the Prevention of 
Blindness will hold its 38rd Annual Meeting on 
December 12, in the Russell Sage Foundation 
Building, 180 East 22nd Street, New York City. 

The principal speaker will be Dr. C. E. A. Wins- 
low, Editor of the American Journal of Public 
Health. Dr. Winslow’s subject will be “Prevention 
of Blindness in the Public Health Program.” 

Activities of the National Society for the Pre- 
vention of Blindness during the past year will be 
reviewed by Dr. Franklin M. Foote, Executive 
Director and Mason H. Bigelow, President of the 
Society, will preside. 


EIGHTH ANNUAL CONGRESS ON 
INDUSTRIAL HEALTH 
The Council on Industrial Health will hold its 
Eighth Annual Congress on Industrial Health in 
the Cleveland Auditorium, Cleveland, on January 
5-6, 1948. These dates immediately precede the 
Interim Session of the American Medical Associa- 
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tion, which. will be held in the Auditorium on 
January 7-8. General practitioners supply a large 
part of the medical services which workers receive 
through industry, and they are cordially invited to 
attend these industrial health sessions. The pro- 
gram of the Congress is being constructed with 
general practitioners in mind and will include dis- 
cussions of first aid and emergency services in 
industry, physical examinations, administrative 
practices, applied physiology, aviation medicine, 
radiation medicine and practical expositions of oc- 
cupational disease management, traumatic surgery 
and rehabilitation. Since full use of medical serv- 
ices in industry depends on support from manage- 
ment and the worker, the essential relationships 
will be. discussed. Industry needs medicine as a 
practical ally and to promote human relations. The 
Industrial Health Congresses are intended to fur- 
ther these objectives. 


EYE SPECIALISTS OF THE AMERICAS 
TO MEET IN HAVANA 


Plans have been announced for the Third Pan- 
American Congress of Ophthalmology, which is 
to be held in Havana, Cuba, January 4-10, 1948. 
It is anticipated that about 1,000 eye specialists 
will attend the sessions at the University of Ha- 
vana School of Medicine. 

A program of more than forty formal papers 
has been arranged, with speakers divided about 
equally between physicians of the Northern half 
of the hemisphere and those of the Latin American 
countries. Papers presented by English-speaking 
ophthalmologists are to be discussed by their col- 
leagues who speak Spanish, Portuguese or French, 
and the papers in the Latin languages will be dis- 
cussed by members of the English-speaking con- 
tingent. During the presentation of each paper, 
slides bearing resumés of one other language will 
be shown, in order to facilitate understanding 
by those who are unfamiliar with the language 
used by the speaker. 

Topics on which the eye physicians will exchange 
information cover a wide range. They include op- 
erations for cataract, glaucoma and crossed eyes, 
parasites that attack the eyes, hazards to the eyes 
in industry, effects of high blood pressure, syphilis 
and certain tropical diseases on the eyes, tumors, 
sulfonamide and penicillin treatment, and diseases 
peculiar to high altitudes of such countries as Peru 
and Bolivia. 


MIDWINTER SEMINAR IN OTOLARYNGOL- 
OGY AND OPHTHALMOLOGY 


The University of Florida Midwinter Seminar 
in Otolaryngology and Ophthalmology will be held 
at the Flamingo Hotel in Miami Beach, beginning 
on January 12-17, 1948. Registration fee will be 
$25.00. 
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Distinguished lecturers for the courses in Oto- 
laryngology include Drs. Lawrence R. Boies, Min- 
neapolis; Louis H. Clerf, Philadelphia; Kenneth 
M. Day, Pittsburgh; Thomas C. Galloway, Chica- 
go; James H. Maxwell, Ann Arbor; Arthur W. 
Proetz, St. Louis; and Harry P. Schenck, Philadel- 
phia. Among the outstanding ophthalmologists who 
will lecture are Drs. S. Judd Beach, Portland, Me.; 
William L. Benedict, Rochester, Minn.; Daniel B. 
Kirby, New York; Peter C. Kronfeld, Chicago; and 
Donrmann K. Pischel, San Francisco. 

The Midwinter Seminar follows immediately the 
Pan-American Congress of Ophthalmology, which 
will be held in Havana, Cuba, January 5-10, 1948. 
The dates chosen for the two meetings make pos- 
sible a delightful opportunity to attend both and 
at the same time enjoy a winter vacation amid 
unsurpassed resort attractions. 


MICHIGAN POSTGRADUATE CLINICAL 
INSTITUTE 

The Second Annual Michigan Postgraduate Clin- 
ical Institute will he held at the Book-Cadillac 
Hotel, March 10-12, 1948. Forty-nine outstanding 
clinicians and lecturers will present a concentrated 
three-day postgraduate course covering the newest 
developments in medicine, surgery, obstetrics, 
pediatrics, dermatology, ophth-otolaryngology and 
general practice. 

Two evening sessions will be held, the Wednes- 
day night presentation being a “question box” and 
the Thursday evening program being a panel dis- 
cussion on “First Aid to the Acutely Injured 
Patient”. 

All members of the American Medical Associa- 
tion and of the Canadian Medical Association are 
cordially invited to attend. There will be no regis- 
tration fee. 


SOUTHEASTERN SURGICAL CONGRESS 


The Sixteenth Annual Assembly of The South- 
eastern Surgical Congress will be held in Holly- 
wood, Florida, Hollywood Beach Hotel, April 5-8, 
1948. Included in the list of men who will appear 
on the program are the following members of the 
Louisiana State Medical Society: Drs. F. F. Boyce, 
W. E. Kittredge and Ambrose Storck; all of New 
Orleans. 


SOCIETY FOR THE PREVENTION OF 
ASPHYXIAL DEATH, INC. 

For many years Dr. Chevalier Jackson has urged 
that all physicians become familiar with the “death 
zone of the respiratory tract.” For the last fifteen 
years the Society for the Prevention of Asphyxial 
Death, Inc. has labored to make the physician 
“asphyxia conscious.” Since April of this year, 
classes in laryngoscopy and intubation have been 
given at the Manhattan General Hospital in co- 
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operation with the S.P.A.D., Inc. Other courses 
are planned for the New York Eye and Ear 
Infirmary. 


Wide spread interest in these courses, approved 
by the Council on Medical Education and Hospitals 
of the American Medical Association, is suggested 
by the enrolment of physicians in the following 
specialties who have taken this course—Anesthe. 
sia, Eye, Ear, Nose and Throat, Internal Medi- 
cine, Industrial Medicine, Obstetrics, Gynecology, 
Pneumatology, Pediatrics, Plastic Surgery, Oral 
Surgery, Chest Surgery, General Surgery. These 
physicians came from Canada, Colorado, Con- 
necticut, Florida, Iowa, Indiana, Illinois, Mary. 
land, Massachusetts, Michigan, New York, New 
Jersey, Nebraska, Ohio, Pennsylvania and Vir. 
ginia. 

The course stresses the stages of asphyxia, the 
pathologic physiology of each stage and the in- 
dications for treatment. Resuscitation apparatus 
and resuscitation gadgets are considered important 
only in so far as they meet the pathologic indica- 
tion for treatment. 

The purpose of the course is clear cut. It is to 
save lives now lost during anesthesia and other 
forms of acute asphyxial accidents. Classes are 
limited to 12 students. A course will be given De- 
cember 5-6 and January 2-3 in New York City; 
January 14-15 in Los Angeles; January 21-22 in 
Honolulu, Hawaii; February 6-7, March 5-6 and 
April 2-3 in New York City. For further informa- 
tion address: Pneumatology; Manhattan General 
Hospital, 307 2nd Avenue, New York City. 


THE EYE-BANK FOR SIGHT RESTORATION, 
INC. 


Fellowships for research in ophthalmology have 
been granted to the medical schools of Harvard 
and Yale Universities by The Eye-Bank for Sight 
Restoration, Inc., it has been announced by Mrs. 
Aida de Acosta Breckinridge, Executive Director. 

Recipients of fellowships will devote themselves 
chiefly to problems related to the cornea. It is 
expected that the knowledge thus acquired will 
aid in the conservation of vision and the restora- 
tion of sight among thousands of individuals. One 
of the principal objectives of research carried on 
at the present time is the discovery of a method 
for the preservation of corneal tissue for a period 
longer than 72 hours. 

The Eye-Bank for Sight Restoration, Inc., col- 
lects healthy corneal tissue from human eyes for 
transplanting to blind persons who have lost their 
sight because of corneal defects. Its national head- 
quarters are located at 210 East 64th Street, New 
York City, where it maintains its own research 
laboratory. 

The operation substituting a healthy cornea for 
a damaged one can restore sight in only one type 
of blindness—that caused solely by opacity of the 
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cornea when the rest of the eye and optic nerve 
are normal. 


FELLOWSHIPS FOR POSTGRADUATE 
STUDY 

The National Jewish Hospital at Denver an- 
nounces a program of Fellowships for postgraduate 
study in tuberculosis and allied diseases. Fellows 
will be appointed for three-month, six-month or one 
year periods. Further information can be obtained 
by communicating with Dr. Edgar Mayer, Chair- 
man, National Medical Advisory Board, National 
Jewish Hospital at Denver, 470 Park Avenue, New 
York or to Dr. Allan Hurst, Medical Director 
National Jewish Hospital at Denver, 3800 East 
Colfax Avenue, Denver. 


INSTITUTUM DIVI THOMAS 


Importance of clinical medicine in scientific re- 
search is emphasized by the Institutum Divi 
Thomas, Cincinnati, O., graduate research insti- 
tution, in its recent appointment of a Clinical Ad- 
visory Committee. 

Nine outstanding physicians and scientists from 
various parts of the United States have been ap- 
pointed to the Clinical Advisory Committee, ac- 
cording to an announcement by Monsignor Cletus 
A. Miller and Dr. George S. Sperti, president and 
director respectively, of the Institutum Divi 
Thomas. 

This committee will serve in a consultant capac- 
ity to the Institutum in the clinical aspects of re- 
search, carried on in laboratories of the Institutum 
and its 13 affiliated units. 

The Institutum Divi Thomas, founded in 1935 
by the Catholic Archbishop of Cincinnati and Dr. 
Sperti, is devoted to fundamental scientific re- 
search. Its scientific activities, at the graduate 
level, are carried on in the Institutum laboratories 
in Cincinnati and Palm Beach, and at 13 labora- 
tories in various parts of the United States which 
are affiliated with the Institutum’s research pro- 
gram. 

There is an affiliated unit at St. Mary’s Domini- 
can College, New Orleans. 


HEALTH IN NEW ORLEANS 

The Bureau of the Census, Department of Com- 
merce, from the figures secured from the New 
Orleans Health Department, reported that during 
the week which ended October 11, 137 persons died 
in the City of New Orleans. Of these 76 were 
white individuals, 61 nonwhite and eight were chil- 
dren less than one year of age. The next week, 
ending October 18, showed an increase in number 
of deaths, there being 179 reported this week. One 
hundred and fourteen of these deaths occurred in 
the white population and 65 in the colored. Twenty- 
six deaths occurred in infants this week, divided 
12 and 14 between the white and colored races, re- 
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spectively. There was a decrease of 47 in the num- 
ber of deaths reported for the week which came to 
a close on October 25. Eighty-eight white persons 
died this week and 44 deaths were reported in the 
nonwhite population. Death of 11 white infants 
and six colored children was reported during this 
particular week. There was only one more death 
reported during the week which terminated No- 
vember 1, over the number reported the preceding 
week. These were divided 81 white, 52 nonwhite 
and 12 infant deaths; divided equally between the 
two races. 


INFECTIOUS DISEASES IN LOUISIANA 

The weekly morbidity report for the State of 
Louisiana for the week ending September 27 in- 
dicated that cancer and pulmonary tuberculosis 
were still the most prevalent reported diseases oc- 
curring in the state. There were 37 cases of can- 
cer reported and 35 of pulmonary tuberculosis. 
These were the only two diseases reported in num- 
bers greater than ten. Undulant fever occurred in 
two parishes; Lafourche and Washington Parishes 
each reported one case. There was one case of 
meningococcus meningitis reported in Jackson Par- 
ish and one case of poliomyelitis in East Baton 
Rouge. The following week, ending October 4, the 
report showed cancer still at the top of the list 
with 45 cases, followed by 28 cases of pulmonary 
tuberculosis, 16 of unclassified pneumonia and 11 
of whooping cough. Two cases of malaria were re- 
ported and it was stated that both of these were 
contracted outside of Continental United States. 
There were no poliomyelitis cases reported this 
particular week, however one case of meningo- 
coccus meningitis was reported in Rapides Parish 
and two cases of undulant fever were reported in 
Washington Parish. Measles led all reported dis- 
eases on the list for the week ending October 11. 
There were 49 cases of this disease reported fol- 
lowed by 26 of cancer, 23 of pulmonary tubercu- 
losis and 11 of unclassified pneumonia. Again 
there were no cases of poliomyelitis reported. One 
case of meningococcus meningitis was reported 
from Ascension Parish. There were 50 cases of 
pulmonary tuberculosis reported for the week 
which terminated October 18, followed in order of 
frequency by cancer with 20 cases, unclassified 
pneumonia with 16 and hookworm infestation with 
11. One case of poliomyelitis occurred in Orleans 
Parish and no cases of meningococcus meningitis 
were reported this week. Cancer was again at the 
top of the list, with 47 cases reported the week 
ending October 25. Pulmonary _ tuberculosis 
closely followed with 44 cases and then unclassified 
pneumonia with 13; these being the only diseases 
listed in numbers greater than ten. Two cases 
of poliomyelitis were reported this week; one from 
Morehouse Parish and one from Orleans. The 
same order of frequency of cases of cancer, pul- 
monary tuberculosis and unclassified pneumonia 
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occurred during the week which ended Novem- 
ber 1, these being as follows: cancer 52, pulmonary 
tuberculosis 50 and unclassified pneumonia 36. 
One case of meningococcus meningitis was reported 
from St. Bernard Parish and two cases of polio- 
myelitis, one each from East Baton Rouge and 
Livingston Parishes. 


- 
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MONTHLY MORBIDITY FOR 
VENEREAL DISEASES 
STATE OF LOUISIANA 


Month Ending September 30, 1947 


Total Total 
This Previous 
Month Months 
433 
10040 





Total 
To Date 

1947 
486 
11141 


CHANCROID 
GONORRHEA 
GRANULOMA 
INGUINALE 
LYMPHOPATHIA 
VENEREUM 62 71 
SYPHILIS 7679 


141 152 


HARRY JOHNSTON 
1870-1947 

Dr. Harry Johnston, of Baton Rouge, died on 
September 26. He had been an active member of 
the State Society and the East Baton Rouge Par- 
ish Society for many years and will be greatly 
missed by members of the medical profession. Dr. 
Johnston graduated from the Tulane University 
School of Medicine in 1900. 


LIONEL 0. WAGUESPACK 


1878-1947 
Dr. Lionel O. Waguespack, of Vacherie, an ac- 
tive and interested member of the Second District 
and State Medical Societies, died at his home on 
November 3, 1947. Dr. Waguespack practiced 
medicine in Louisiana for many years, having grad- 
uated from Tulane in 1900. 


THOMAS E. WILLIAMS 


1873-1947 


Dr. Thomas E. Williams, a member of the 
Shreveport and State Societies since 1918, died on 
October 4. Dr. Williams graduated from the Jef- 
ferson Medical College in Philadelphia in 1905 and 
spent most of his years of medical practice in 
Louisiana. 
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COMMUNICATION 
The Editor, 
New Orleans Medical and Surgical Journal, 
1430 Tulane Avenue, 
New Orleans 13, La. 
Dear Sir: 

I have been requested by the Board of Adminis. 
trators of Charity Hospital of Louisiana at New 
Orleans to clarify the remarks.concerning the use 
of endotracheal anesthesia for%eaching purposes in 
my recent article on “Thiouracil in Toxic Thyroid 
Disease: Its Preoperative Use in a Public Hospital 
in a Non-endemic Area,” read before the Orleans 
Parish Medical Society April 14, 1947, and pub. 
lished in the New Orleans Medical and Surgical 
Journal for August, 1947. 

No statement in this article is intended to imply 
that any method of anesthesia was used in any 
case in the reported series without the consent and 
approval of the operating surgeon, on the ground 
that it was for the interests of the patient that 
this type of anesthesia should be used. Nor should 
any statement in the article be construed to mean 
that the teaching of anesthesia ever superceded 
the interests of the patient, although the adminis- 
tration of endotracheal anesthesia was taught inci- 
dentally in many cases in the series. 

These considerations, it seems to me, are self- 
evident. There is universal agreement that the 
expert medical care of patients and the education of 
physicians along special lines not only are not in- 
compatible but actually complement each other. 
There is also universal agreement that patients 
eared for in teaching hospitals—which Charity 
Hospital is accredited as—and used for teaching 
purposes receive medical care of the highest qual- 
ity because they are supervised with particular 
care. 

Although, as I have said, these facts are to me 
so self-evident that they need no elaboration, ques- 
tions have apparently arisen concerning the state- 
ment in my article dealing with the teaching of 
anesthesia in the New Orleans Charity Hospital. 
Certainly this statement was not intended to im- 
pugn the motives or the judgment of any surgeon 
who employed it (I happen to use it very frequently 
myself) nor was it intended in any way to reflect 
upon the Department of Anesthesia of the Hos- 
pital. 

I shall appreciate the publication of this note. 

Very truly yours, 
Frederick F. Boyce, M. D. 


4). 
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WOMAN’S AUXILIARY, LOUISIANA STATE 
MEDICAL SOCIETY 

The Louisiana State Medical Society has adopted 

as a postwar activity “Extension of Medical Serv- 

ices through the Louisiana Physicians Service, 

Inc.” We, as members of the Woman’s Auxiliary 

to the Louisiana State Medical Society, are vitally 
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interested in our own plan. Results are what we 
are interested in primarily; results not of today, 
but tomorrow and tomorrow’s tomorrow. To 
achieve these results we must have sound planning 
and a thorough knowledge of our aims and poli- 
cies. We must not expect overnight results in our 
public relations activities, but we must have pa- 
tience and keep on working. By repetition facts 
will be stamped on the minds of the public. 


First, we must educate ourselves. Begin this 
study in your own home by informing yourself; 
jearn to know your subject matter so well you can 
discuss it with confidence and at ease on any oc- 
casion. “Discussing current medical problems at 
home will serve two purposes. It will develop your 
ability to talk convincingly to the public, and it will 
contribute to your husband’s knowledge of what is 
being done along these lines. Your next step is to 
coordinate your knowledge with that of other auxil- 
iary members at your regular meetings. 


There are many proposed bills before our Na- 
tional Congress today. Among them is the Truman 
Health Bill. The Murray-Wagner-Dingell Bill is 
expected back in a new frock. We know the aim 
of the medical profession is to put good medicine 
within the reach of all people. We should let 
others know of this undertaking. Any medical 
care plan must be organized on a scientific basis 
and operated under medical supervision. It is no 
longer a question of a change in medicine; the 
change is before us. It is now a question of who 
will shape the operation of the plan. We must 
not fail! 


Many states are finding prepayment medical 
plans very successful. However, all these projects 
need publicity and the public must be adequately 
informed. The medical profession has demon- 
strated its ability to do a good job by the high 
quality of its service to mankind. The government 
should not be allowed to usurp the administration 
of medical care. The public is beginning to com- 
prehend! It is alert, and as auxiliary members 
we must keep informed of what prepayment bene- 
fits are, and how they can be obtained through 
Louisiana Physicians Service, Inc. and Blue Cross, 
stressing always that the private practice of medi- 
cine is superior to any government controlled 
medicine. Create study groups among your auxil- 
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iary members and educate yourself. That is tre- 
mendously important! The American Medical As- 
sociation is counting heavily on the medical auxil- 
iary in the fields of public education. Our auxil- 
iary is a liaison between the physician and the 
public. Let us develop a spirit of understanding 
and friendship between the laity and profession. 
We quote Dr. Edward Leroy Bortz, President of 
the American Medical Association, as saying, “The 
members of the Woman’s Auxiliary excel in pub- 
lic relations, and the American Medical Associa- 
tion expects much from you this year in that re- 
spect. No group in the nation is so well qualified 
to speak for social aspects and personal contacts 
as are the women who know doctors better than 
anyone else in the world. The Bureau of Health 
Education is prepared to supply you with any type 
of material you may need. We recommend in par- 
ticular the brochure on ‘Voluntary health insur- 
ance versus compulsory health insurance.’ We also 
recommend that you read ‘The Road to Serfdom’, 
published by the University of Chicago Press.” 


The Woman’s Auxiliary to the Shreveport Medi- 
cal Society on November 12, sponsored an open 
meeting for the public at the Louisiana State Ex- 
hibit Building. Participating in the round-table 
discussion of state voluntary prepayment medical 
care plan were Dr. H. Whitney Boggs of Shreve- 
port, Dr. O. B. Owens of Alexandria and Mr. Frank 
Lais, Jr., of New Orleans. 


Mr. Lais spoke on “The Doctor Assumes His Ob- 
ligations” and explained the organization of the 
Louisiana Physicians Service and the prepayment 
surgical and obstetrical care plan. An insurance 
accountant, Mr. Lais was formerly associated with 
the Department of Insurance of Louisiana. He be- 
came affiliated with the State Medical Society over 
a year ago and assisted in the organization of the 
Louisiana Physicians Service. Also, he is executive 
director of the council on medical service and pub- 
lic relations of the Louisiana State Medical Society. 

Every doctor’s wife should consider it her per- 
sonal responsibility to assist in promoting the pre- 
payment medical care plan in her community. The 
success or failure of these plans may determine 
whether the medical profession will continue to 
control the practice of medicine or if it will be 
taken over by the government. 





BOOK REVIEWS 


Dermatologic Clues to Internal Disease: By How- 
ard T. Behrman, M. D. New York, Grune & 
Stratten, 1947. Pp. 165. Illus. Price, $5.00. 
According to the preface, the author’s purpose 

in presenting this little book is to “correlate the 


manifestations of skin Gisorders with those arising 
in some visceral dysfunction.” 

Approximately 160 diseases are discussed alpha- 
betically within 165 pages. Most of these condi- 
tions are disturbances of internal function with 
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either minor or major skin manifestations. Ac- 
tually, the subject matter is too inclusive for such 
a small volume. Sample topics are: the avitamin- 
oses, blastomycosis, coronary occlusion, ectopic 
pregnancy, endocrine disorders, erysipelas, gan- 
gosa, gonorrhea, hay fever, influenza, ‘lupus ery- 
thematosis and yaws. With 118 black and white 
illustrations, most of which are good, taking space, 
there is little room left to do much more than list 
diseases. For example there are only six lines de- 
voted to the subject of erythema multiforme. Much 
space is lost by listing the same disease under dif- 
ferent names and stating that it is discussed under 
another heading. 

While some readers will be disappointed, whether 
they be dermatologists or internists, the book does 
emphasize the fact that skin disturbances are often 
the reflection of internal disorder. 

LEE DAviIpDSON MCLEAN, M. D. 





Surgical Pathology: By William Boyd, M. D., Dipl. 
Psychiat., Mr, R. C. P. Edin., F. C. C. P. London, 
LL. D. Sask., M. D. Oslo, F. R. S. C. 6th ed. 
Philadelphia, W. B. Saunders Co., 1947. Pp. 
858. Illus. pl. Price, $10.00. 


The content and form of the sixth edition of 
Boyd’s Surgical Pathology are very much the same 
ad the previous editions. The author presents the 
pathology in relation to symptomatology and the 
subject matter is accurate, concise and for the most 
part complete. The bibliography is excellent and 
the index adequate. Several additional subjects 
are discussed such as, tumors of the larynx, avit- 
aminosis, fibrositis of the back, Bittner’s milk fac- 
tor, and the Papanicolaou stain. An interesting ad- 
dition is the section on congenital heart disease. 
Everyone is familiar with the author’s “easy-to- 
read” fluid style which is another factor in making 
this book outstanding. There is a definite improve- 
ment in the grade of paper resulting in much bet- 
ter illustrations of the excellent photographs and 
photomicrographs. 

ERNEST G. DEBAKEY, M. D. 





Hospital Care in the United States: Prepared by 
the Commission on Hospital Care, New York, 
The Commonwealth Fund, 1947. Pp. 631. 
Charts. Price, $4.50. 


This book is the report of the findings and 
opinions of the Commission on Hospital Care, an 
independent public service committee, established 
by the American Hospital Association and com- 
posed of twenty members representing the fields 
of medicine, dentistry, hospital administration, 
public health, nursing, education, industry, agri- 
culture and labor. The need for intelligent plan- 


ning for the future development of hospital care 
programs is the main theme of this study. In ad. 
dition, the necessity for the integration of hos. 
pital care with other medical care and social service 
facilities of the community is clearly indicated, 


The report, which deals primarily with general 
hospitals, presents interesting data concerning the 
development and growth of hospitals as an insti- 
tution for medical care. Relationships of hospitals 
to community life and organizations are also well 
analyzed. Information will be found in this book 
which is especially useful to (1) state hospital 
study groups which have been organized by state 
governments as the result of the Hospital and 
Survey Construction Act, Public Law 725, (2) 
hospital administrators, and (3) others who are 
interested in the general medical care program of 
the community. The many functions and services 
of the general hospital are discussed in detail, and 
pertinent problems of hospital management, such 
as size and distribution of hospitals, estimation of 
bed needs, training of professional personnel, and 
financing of hospital care, receive adequate at- 
tention. 

This book is unique in that it sets forth, at the 
very beginning, a concisely stated summary of the 
conclusions and recommendations which resulted 
from the two-year study of the Commission on 
Hospital Care. Subsequent chapters give full 
discussions of the factors which led to these 
opinions reached by the Commission. 

Kirk T. MOSLEY, M. D. 





Stereoscopic Atlas of Neuroanatomy: By H. §S. 
Rubinstein, M. D., Ph. D. and C. L. Davis, M. D. 
New York, Grune & Stratton, Inc., 1947. Pp. 19. 
Illus. pl. 48. Price, $7.50. 


This atlas comprises 43 plates printed individ- 
ually on cardboard (6% x 9% inches) for con- 
venience of viewing with the stereoscope. Each 
plate carries a pair of stereoscopic photographs 
printed in the bottom section, the area above being 
occupied by a fully labeled line drawing of the 
specimen. A 19-page booklet accompanies the at- 
las. It includes a guide for making dissections 
comparable to those illustrated and a subject in- 
dex to the structures shown in the plates. 

The first five plates in the series are devoted to 
the embryological history of the brain. The re- 
maining plates illustrate surface features of the 
brain and gross structures exposed by dissection. 


It was an excellent idea that led to the prepara- 
tion of this atlas, for such a collection of photo- 
graphs could serve a highly useful purpose. The 
execution, however, falls short of fulfilling the 
idea. Too many of the photographs are tech- 
nically faulty, and in some instances the dissec- 
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tions themselves do not have the quality to be ex- 
pected in a work of this kind. 
HAROLD CUMMINS, Ph. D. 





A Manual of Fractures and Dislocations: By Bar- 
bara Bartlett Stimson, A. B., M. D., Med. Sc. D., 
F. A. C. S. Philadelphia, Lee & Febiger, 1947. 
2d., Pp. 223. Illus. Price, $3.25. 

In the second edition of “A Manual of Fractures 
and Dislocations”, Dr. Stimson has extensively re- 
vised the material presented. This revision is es- 
pecially noticeable in the discussions of fractures 
of the humerus and fractures about the elbow. The 
text is written in a precise, almost cryptic, manner 
without exhaustive details, but with proper em- 
phasis on both diagnosis and principles of treat- 
ment, which enhances its value as a guide for medi- 
cal students. As a synopsis of fracture treatment, 
it fulfills its purpose admirably. If any criticism 
could be made, it would be directed toward the dis- 
cussion of the time of immobilization of various 
fractures, which is included in the discussion under 
each separate fracture. The reviewer feels that 
there is a distinct probability of the students’ get- 
ting the impression that a certain type of fracture 
is treated for such and such a period, and no more 
or no less. This criticism is extremely minor, con- 
sidering the overall, thorough discussion of funda- 
mentals of the diagnosis of fractures, bone repair 
in fractures, and the symptoms and signs of frac- 
tures, plus the thorough, if brief, discussion of the 
principles of treating fractures in general. This 
valuable guide for medical students should aid 
them in securing a pathway through the wealth of 
material published in text books or other larger 


texts on fractures. 
JACK WICKSTROM, M. D. 





Renal Hypertension: By Eduardo Braun-Menen- 
dez, Juan Carlos Fasciolo, Luis F. Leloir, Juan 
M. Munoz and Alberto C. Taquini. Translated 
by Lewis Dexter, M. D. Charles C. Thomas, 
1946. Pp. 451. Illus. Price $6.75. 

The contributions of the Argentine physiologists 
under the guidance of Houssay, to the present 
knowledge of experimental renal hypertension are 
set forth in this volume. The subject is developed 
in chronologic order, beginning with studies of 
the production of the hypertension of renal 
ischemia and terminating with a description of the 
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homeostatic influence on blood pressure of the se- 
cretions liberated. 


Complete description of the 
nature and behavior of renin, hypersensinogen 
(renin activator) and hypertensin (angiotonin) is 
given including methods of their preparation. 
The book contains a preponderance of the au- 
thors’ experiments and deals other investigators 
short in some instances. It obviously will be of 
more interest to investigators than clinicians. Its 
large bibliography is helpful to those interested in 
the subject. 
STANLEY COHEN, M. D. 





Care of the Breast: By Else K. LaRoe, M. D. 
New York, Froben, 1947. Pp. 240. Illus. 
$3.75. 

This book is an endeavor by the author, Else K. 

LaRoe, M. D., to present the subject of the “Care 

of the Breast” in a lucid and comprehensive man- 


Price, 


ner. The basic consideration is emphasis on cer- 
tain antecedent pathologic manifestations which so 
frequently occur in cancer of the mammary gland 
and other chronic if not fatal, diseases. The em- 
bryology, anatomy, anomalies, tumors and recon- 
structive surgery of the female breast are all cov- 
ered in this book which contains a total of 76 illus- 
trations and 240 pages. A number of the illustra- 
tions are historic in character and a great part 
Little 
space is given to radical surgical technic in can- 


of the book is devoted to plastic surgery. 


cer of the breast. 
C. W. JOHNSON, M. D. 





Synopsis of Allergy: By H. L. Alexander, A. B., 
M. D. New York, C. V. Mosby Co., 1947. Pp. 
255. Price, $3.50. 

The second edition of this compact summary 
clarifies nicely current ideas in the field of allergy. 
Much remains to be clarified however in our un- 
derstanding of the complicated immunologic and 
physiologic processes that underlie allergy. 

The most significant advances since the first 
edition of this book include the introduction of the 
antihistaminic drugs, work in vascular allergy, and 
newer conceptions of the relation of allergy to in- 
fectious diseases and of sensitization to drugs and 
chemicals. 

To those desiring a synoptic view of allergy this 
book can be unreservedly recommended. 

V. J. Derses, M. D. 
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